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CONDITIONS OF PARTICIPATION

Home health agencies are eligible to participate in the Medicaid program providing they are
certified to participate in the Medicare program (Title XV1I1 of the Social Security Act).
Medicare-certified agencies are eligible to provide the following Medicaid services:

¢+ Home health agency intermittent services. Services are for patients of all ages, but are
limited by the intermittent policy. See Section Ill, HOME HEALTH AGENCY|
INTERMITTENT SERVICES

¢ Private-duty nursing and personal care services under the early and periodic screening,
diagnosis, and treatment authority. These services are only for patients aged 20 and
under and are covered when they are medically necessary, appropriate, and exceed
intermittent policy. See Section IV, |PRIVATE-DUTY NURSING AND PERSONAL |
ICARE SERVICES

While both groups may be provided by a Medicare-certified agency, the Medicaid
guidelines for each group differ; e.g., number of available hours, billing mechanism, prior
authorization. Each group is defined in a separate section of the manual. Be sure that you
are following the guidelines for the service you are providing.

TREATMENT PLAN

Service must be authorized by a physician, as evidenced by the physician’s signature and
date on a plan of treatment within the certified period. For ahome health serviceto be
payable, a plan of treatment must be completed before the start of care and reviewed at a
minimum of every 62 days thereafter.

The home health agency is responsible for coordination of care provided to a patient. Asa
result, the plan of care shall reflect all services provided for the Medicaid recipient,
regardless of whether the services are personally provided by the home health agency.

For example, all home health agency skilled services, home health aide services, in-home
health-related care program services, and waiver services shall be reflected in one treatment
plan. To assist in the review process, the plan shall note what is being proposed for each

payer.
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We encourage you to use Medicare HCFA 485, 486, or 487 formsto present the plan of
care. If you use other forms, they must contain the information noted in this section.

When more than one plan of care covers a calendar billing month, submit all pertinent care
plans with the UB-92 claim form.

The following sections describe:

¢ General requirements for al home health agency treatment plans.
¢ Additiona requirements for plans that include rehabilitation services, home health aide
services, or teaching, training or counseling services.

A. General Requirements

The plan of care shall support the medical necessity and intensity of servicesto be
provided by reflecting the following information:

¢ Thepatient’s medical condition, as reflected by the following information, if
applicable:

» Datesof prior hospitalization.

» Datesof prior surgery.

» Datelast seen by aphysician.

* Diagnoses for which treatment is being rendered.
» Datesof onset of these diagnoses.

* Prognosis.

* Functional limitations.

* Vital signsreading.

» Dateof last episode of instability.

» Date of last episode of acute recurrence of illness or symptoms.
* Medications.

Type of service required.
Type of service to be rendered.
Place of service.

Discipline of the person providing the service.

* & & o o

Treatment modalities being used.
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<*

Fregquency of the services.

Assistance devices to be used.

Medical suppliesto be furnished.
Certification period (no more than 62 days).
Date home health services initiated.

The date of onset of the teaching, training, or counseling provided by the home
health agency.

Progress of the patient in response to treatment.

Estimated date of discharge from the hospital or home health agency services, if
applicable.

Physician’s signature and date. The date of signature shall be within the
certification period.

Rehabilitation Services

For physical, speech, or occupational therapy, the treatment plan shall additionally be
completed every 30 days, indicate the type of service required and include:

¢

* & & o

Measurable goals.

Modalities of treatment.

Date of onset of conditions being treated.

Restorative potential.

Progress notes reflecting progress toward measurable goals.

Home Health Aide Services

For home health aide services, the treatment plan shall additionally include:

¢

¢
¢
¢

Freguency of visits.

Number of hours per visit.

Living arrangement for patient (lives alone, with family, status of caregiver, etc.).
Services rendered.
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D. Teaching, Training, and Counseling

For teaching, training, and counseling, the treatment plan shall additionally include:

To whom services were provided (patient, family member, etc.).
Prior teaching, training, or counseling provided.

Medical necessity for the rendered service.

Specific services and goals.

Date of onset of teaching, training, or counseling.

Frequency of services.

Progress of patient in response to treatment.

Estimated length of time these services will be needed.

@ & & & O o o o

HOME HEALTH AGENCY INTERMITTENT SERVICES

Home health agency intermittent services are an appropriate alternative to unnecessary
ingtitutionalization. The services are provided in the patient’ s home by aregistered nurse, a
licensed practical nurse, a home health aide, a speech therapist, a physical therapist, an
occupational therapist, or asocial worker employed by the agency.

These services are available for patients of all ages, but are limited to those visits that meet
the definition of “intermittent.” Generally, “intermittent service” means services for a
patient who has a medically predictable recurring need that does not exceed two to three
visits per week for two to three hours at atime.

The number of hours of intermittent services shall be reasonable and appropriate to meet an
established medical need of the patient that cannot be met by a family member, significant
other, friend, or neighbor. Home health agency intermittent services are covered only when
provided in the patient’ s residence.

Components of intermittent services are specifically addressed in the component sections.
Services must be medically necessary in the individual case and be related to a diagnosed
medical impairment or disability. Submit documentation with each claim to support the
need for the services being provided.
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Unlike the Medicare program, patients need not first require “skilled” care before they are
entitled to home health aide services. For example, if a patient requires only home health
aide services, the patient is entitled to these services under the Medicaid program without
respect to the need for skilled services.

The patient need not be homebound to be eligible for home health agency intermittent
services. However, the services provided by a home health agency are covered only when
provided in the recipient’s residence.

Payment will be made both for restorative service, asin the Medicare program, and also for
maintenance services. Essentialy, “maintenance service” means service to a patient whose
condition is stabilized and who requires observation by a nurse of conditions defined by the
physician as indicating a possible deterioration of health status. Thisincludes patients with
long-term illnesses whose condition is stable rather than post-hospital.

Payment may be made for teaching, training, and counseling in the provision of health care
Services.

When the need for services exceeds the intermittent guidelines, arequest for an exception
to policy may be submitted in writing, by fax (515-281-4597) or by mailing to the:

Appeals Section

Department of Human Services
1305 E Walnut, 5th Floor

Des Moines, lowa 50319-0114

The request should include:

¢ A cover letter.

A current plan of care.

At least four weeks notes for each service requested.

A breakdown of the direct costs of providing services.

A copy of the agency’ s mileage reimbursement policy (when mileage reimbursement is
included in the cost breakdown).

* & & o
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The cost breakdown must include:

¢
¢
¢
¢

All

The salaries or the range or average salary for each type of care requested.
Fringe benefits paid for each category of caregiver identifying each benefit paid.
The actual amount paid for each benefit or the percent of salary for each benefit.
The number of miles driven to provide care.

home health services provided during each month for which an exception to policy is

approved must be included in and billed under the exception to policy. (SeeBasis of]

[Payment for Inter mittent Services|for instructions on how to bill services under an

exception to policy.)

A.

Skilled Nursing Care

“Skilled nursing” services performed by a home health agency require alicensed
registered nurse or licensed practical nurse to perform. Servicesthat can safely be
performed by the patient or by an unskilled person who has received the proper
training or instruction and services provided when there is no one else to perform the
services are not considered “skilled nursing services.”

Skilled nursing services are available only on an intermittent basis. For skilled
nursing, “intermittent services’ are defined as a medically predictable recurring need
requiring a skilled nursing service at least once every 60 days, not to exceed five days
per week (except as provided below), with an attempt to have a predictable end.

Daily visits (six or seven days per week) that are reasonable and necessary and show
an attempt to have a predictable end are covered for up to three weeks.

Coverage of additional daily visits beyond that initial anticipated timeframe may be
appropriate for a short period of time, based on the medical necessity of service.
Submit medical documentation justifying the need for continued visits, including the
physician’s estimate of the length of time that they will be necessary.

Daily skilled nursing visits or multiple daily skilled nursing visits for wound care or
insulin injections are covered when ordered by a physician and included in the plan of
care.
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When daily skilled nursing visits are ordered for other than wound care or insulin
injections for an indefinite period of time (daily without a stated end date) and
designated as daily skilled nursing care, they do not meet the intermittent definition
and will be denied.

At the time of recertification, evaluate the care rendered to the patient as to whether it
is reasonable and necessary. Training and teaching can rarely be justified after the
first certification.

Skilled nursing services are evaluated based on the complexity of the service and
condition of the patient. Refer to Medicare Intermediary Manual, Section 3118.1 and
the lowa Nurse Practice Act to determine what is considered to be a skilled nursing
service.

Note: Private-duty nursing is not a covered service for patients aged 21 and over.

Home Health Aide Services

“Home health aide services’ are unskilled services that are covered if the following
conditions are met:

¢ Theservice, the frequency, and the duration are stated in awritten plan of
treatment established by a physician. Y ou are encouraged to collaborate with the
patient or, in the case of a child, with the child’s caregiver in the development and
implementation of the plan of treatment.

¢ The patient requires personal care services as determined by a registered nurse or
other appropriate therapist.

¢ Theservices are given under the supervision of aregistered nurse, a physical,
speech, or an occupational therapist who assigns the aide who will provide the
care and makes supervisory visits. See Section Ill, Item J, Supervisory Visits|

¢ Services are provided on an intermittent basis. “Intermittent basis’ is defined as
services that are usually two to three times aweek for two to three hours at atime.
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Service provided four to seven days per week, not to exceed 28 hours per week, are
allowed as intermittent services when ordered by a physician and included in a plan of
care. Increased services may aso be allowed as intermittent services when medically
necessary and provided due to unusual circumstances on a short-term basis of two to
three weeks. Document the need for the excessive time required.

Home health aide daily care may be provided for patients employed or attending
school whose disabling conditions (e.g., quadriplegia) require them to be assisted with
morning and evening activities of daily living in order to support their independent
living.

“Personal care services” include the activities of daily living, e.g., helping the
recipient to bathe, get in and out of bed, care for hair and teeth, exercise, and take
medi cations specifically ordered by the physician, but ordinarily self-administered,
and retraining the patient in necessary self-help skills.

When the primary need of the patient for home health aide servicesis for personal
care, the aide may perform certain household services to prevent or postpone the
patient’ s institutionalization. Examples of household services are:

¢ Changing the patient’s bed.

Light meal preparation.

Light cleaning.

Laundering essential to the comfort and cleanliness of the patient.
Rearrangements to ensure that the patient has and can safely reach necessary
supplies or medications.

* & & o

If household services are incidental and do not substantially increase the time spent by
the aide in the home, the entire visit is considered a covered service.

Domestic or housekeeping services that are not related to patient care are not a
covered serviceif personal careis not rendered during the visit.
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High-Risk Maternity or Child Health Care

The intent of home health services to maternity patients and children isto provide
services when the patients are unable to receive the care outside their home and
reguire home health care due to a high risk factor.

Routine prenatal, postpartum, or child health care for Medicaid recipientsis a covered
servicein aphysician’s office or clinic. Therefore, Medicaid does not cover it when
provided by a home health agency.

Payment is approved for care of high-risk patients when identified as such in the
comment section of the billing form. In these cases, the treatment plan must indicate:

¢ The potential risk factors.

¢ Themedical factor or symptom that verifies that the woman or child is at risk.
¢ Thereason the patient is unable to obtain care outside the home.

¢ Themedicaly related tasks of the home health agency.

If you are assisting the family to cope with a socioeconomic and medical problem, the
treatment plan should indicate the involvement of the local Department of Human
Services office.

The plan shall a'so document that you have agreed that in the best interest of the
child, your services are needed to supplement the intervention of a social worker. For
example, if achild has suffered abuse or neglect, the family may need intervention
from a home health agency in addition to the county Department of Human Services.

The following list of potential high risk factors may indicate a need for home health
services to maternity patients or children. A singlerisk factor is not sufficient
information to allow reimbursement for home health agency services. Submit
documentation to show:

¢ Evidence of the diagnosis.
¢ The specific services and goals.
¢ Themedical necessity for the servicesto be rendered.
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1. Prenatal Patients

Potential high risk factors for pregnant women include:

<*

14

14

Age 16 or under.
First pregnancy for awoman aged 35 or over.

Previous history of prenatal complications (fetal death, eclampsia, Cesarean
section delivery, psychosis, diabetes).

Current prenatal problems, such as hypertensive disorders of pregnancy,
diabetes, cardiac disease, sickle cell anemia, low hemoglobin, mental illness,
or drug or alcohol misuse.

Sociocultura or ethnic problems, such as language barriers, lack of family
support, insufficient dietary practices, history of victimization (child abuse
or neglect), or single mothers.

Pre-existing handicaps, such as sensory deficits or mental or physical
handicaps.

History of infant problems, such as premature birth, congenital anomalies, or
sudden infant death.

Second pregnancy in 12 months.

Death of aclose family member or significant other within previous year.

2. Postpartum Maternity Patients

Potential high risk factors for postpartum women include:

14

14

14

Age 16 or under.
First pregnancy for awoman aged 35 or over.

Major postpartum complications, such as severe hemorrhage, eclampsia, or
Cesarean section delivery.

Pre-existing mental or physical disabilities, such as deafness, blindness,
hemiplegia, activity-limiting disease, sickle cell anemia, uncontrolled
hypertension, uncontrolled diabetes, mental illness, or mental retardation.

Drug or acohol abuse.
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¢ Symptoms of postpartum psychosis.

¢ Specia sociocultura or ethnic problems, such aslack of job, family
problems, single mother, lack of support system, history of child abuse or
neglect.

¢ Demonstrated disturbance in maternal and infant bonding.

¢ Discharge or release from hospital against medical advice before 30 hours
postpartum.

¢ Insufficient antepartum care by history.

¢ Multiple births.

¢ Nonhospital delivery.

3. Newborns

Potential high risk factors for newborns include:

¢ Birth weight 5 pounds or under or over 10 pounds.

¢ History of severerespiratory distress.

¢ Major congenital anomalies as neonatal complications which necessitate
planning for long-term follow-up, such as post-surgical care, poor prognosis,
home stimulation activities, or periodic development evaluation.

¢ Disabling birth injuries.

¢ Extended hospitalization and separation from other family members.

¢ Genetic disorders such as Down’s syndrome and phenylketonuria, or other
metabolic conditions that may lead to mental retardation.

¢ Noted parental rejection or indifference toward the baby, such as never
visiting or calling about the baby’ s condition during the baby’ s extended
stay.

¢ Family sociocultural or ethnic problems, such as low education level or lack
of knowledge of child care.

¢ Discharge or release against medical advice before 36 hours of age.

¢ Nutrition or feeding problems.
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4. Preschool or School-Aged Children

Potential high risk factors for preschool or school-aged children include:

¢

* & & o o

Child or sibling victim of child abuse or neglect (services necessary to assist
to remain in or return to family home, if possible).

Mental retardation or physical disabilities necessitating long-term follow-up
or mgjor readjustmentsin family life style.

Failure to complete basic series of immunizations by 18 months, or boosters
by 6 years.

Chronic illness, such as asthma, cardiac, respiratory or renal diseases,
diabetes, cystic fibrosis, or muscular dystrophy.

Malignancies, such asleukemia or carcinoma.

Severe injuries necessitating treatment or rehabilitation.
Disruption in family or peer relationships.

Suspected devel opmental delay.

Nutritional deficiencies.

| mmunizations

Providers may provide immunizations when covered under the Vaccines for Children
Program (VFC). Vaccines available through the VFC program are:

90702
90700
90701
90720

90723

90721

Diphtheria and tetanus toxoids (DT) vaccine
Diphtheria, tetanus toxoids, and acellular pertussis (DTAP) vaccine
Diphtheria, tetanus toxoids, and pertussis (DTP), active vaccine

Diphtheria, tetanus toxoids, and pertussis (DTP) and hemophilus
influenza B (HIB) vaccine

Diphtheria, tetanus toxoids and acellular pertussis, (DTAP) Hepatitis B,
poliovirus (IPV) vaccine

Diphtheria, tetanus toxoids and acellular pertussis, (DTAP)hemophilus
influenza B (Hib) vaccine
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90645 Hemophilus influenza B (Hib) HbOC conjugate (4 dose schedule)

90646 Hemophilus influenza B (Hib) PRP-D conjugate (booster only)

90647 Hemophilusinfluenza B (Hib) PRP-OMP conjugate (3 dose schedule)

90648 Hemophilusinfluenza B (Hib) PRP-T conjugate (4 dose schedule)

90744 Hepatitis B vaccine, pediatric/adolescent dosage

90746 Hepatitis B vaccine, adult dosage

90748 Hepatitis B and Hemophilus influenza B (HepB-Hib) vaccine

90743 Hepatitis B vaccine; adolescent

90657 Influenza vaccine, 6-35 months

90658 Influenza vaccine, 3 yrs. and older

90707 Measles, mumps, and rubella virus vaccine (MMR), live

90669 Pneumococcal conjugate, children under 5

90713 Poliovirus vaccine (IPV)

90718 Tetanus and diphtheriatoxoids absorbed, for adult use (TD)

90716 Varicellavaccine

Bill code 90471 and 90472 for vaccine administration in addition to the CPT code.
For VFC vaccine, the chargesin field 47 should be “0.”

M edical Social Services

Payment will be made for medical social work services when:

¢
¢
¢
¢

Services are provided in the consumer’s home;

The problems are not responding to medical treatment;

There does not appear to be amedical reason for the lack of response; and
The services meet all of the following conditions:

» They are reasonable and necessary to the treatment of the patient’ sillness or
injury.

* They contribute meaningfully to the treatment of the patient’s condition.

* They are under the direction of a physician.

» They address social problems impeding the patient’ s recovery.

* They are given by or under the supervision of aqualified medical or
psychiatric social worker.
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Any medical social services directed toward minimizing the problems an illness may
create for the patient and family (such as encouraging them to air their concerns and
providing them with reassurance) are not considered reasonable and necessary to the
treatment of a patient’sillness or injury.

Medical Suppliesand Equipment

Supplies should be incidental to the patient’s care, such as syringes for Prolixin
injections. Home health agencies are limited to supplies and equipment of no more
than $15 per month. When random postpayment review identifies supplies billed in
excess of $15 per month, the overpayment will be recouped.

Dressings, durable medical equipment and other supplies shall be obtained from a
medical equipment dealer or pharmacy. (Special consideration may be given to
unusual circumstances, such as when a pharmacy or medical equipment dealer is not
available in the patient’s community.)

If you choose to provide durable medical supplies and equipment in excess of the $15
per month limit, you must enroll in the Medicaid program as medical equipment
dealer and bill for these supplies under your medical equipment dealer number on a
HCFA 1500 claim form.

Occupational Therapy

The following sections explain general requirements and covered services for
occupational therapy.

1. General Requirements

The coverage decision for occupational therapy servicesis based on the need for
the skills of atherapist and not only on the diagnosis. To be covered under
home health rehabilitation services, occupational therapy services must:

¢ Beprovided in the consumer’s home.

¢ Improve or restore functions that have been impaired by illness or injury or
enhance the patient’ s ability to perform those tasks required for independent
functioning.
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¢ Bereasonable and necessary for the treatment of the patient’ sillness or
injury.

¢ Follow an active written treatment plan established by the physician that is
reviewed and updated every 30 days. A current plan of treatment must be

submitted with the claim for each month. The plan of treatment must
include:

* The patient’ s functional limitations.

» Date of onset of conditions being treated.

* Restorative potential.

* Moddlities of treatment.

* Goadls.

* Progress notes.

* Documentation of progress toward the goals.

¢ Beperformed by a qualified occupational therapist or aqualified licensed
occupational therapist assistant under the general supervision of aqualified,
licensed occupational therapist, as allowed by lowalicensure.

¢+ Meet the guidelines defined for restorative, maintenance or trial therapy.

See Section |1, Item K, Limits on Rehabilitation Servicesl

2. Covered Services

Restorative therapy is a covered occupational therapy service when an
expectation exists that the therapy will result in asignificant practical
improvement in the patient’s condition.

Where thereis avalid expectation of improvement at the time the occupational
therapy program is instituted, but the expectation (goal) is not realized, services
are covered only up to the time one can reasonably conclude the patient will not
improve.

The teaching of activities of daily living and energy conservation to improve the
level of independence of a patient is covered when it requires the skill of a
licensed therapist and meets the definition of restorative therapy. Refer to
[Limits on Rehabilitation Services: Restorative Therapy/|for further information.
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Maintenance therapy, or any activity or exercise program required to maintain a
function at the present level, is not a covered service. However, design of a
maintenance program and infrequent but periodic evaluation of its effectiveness
by the therapist is covered.

Planning and implementing therapeutic tasks are covered. Examplesinclude:

¢ Activitiesto restore sensory-integrative functions.

¢ Selection and teaching of tasks designed to restore physical function.

¢ Providing motor and tactile activities to increase input and improve
responses for a stroke patient.

For coverage of design and monitoring of an occupational therapy maintenance
program, see L imits on Rehabilitation Services. Maintenance Ther apy|

The designing, fabricating, and fitting of orthotic and self-help devices are
considered covered servicesif they relate to the patient’ s condition and required
occupational therapy. A maximum of 13 visitsis reimbursable.

For coverage of atria occupational therapy, seelLimits on Rehabilitation|
[Services. Diagnostic or Trial Therapy|

Vocational and prevocational assessment and training are not payable by
Medicaid. Theseinclude servicesthat are related solely to specific employment
opportunities, work skills, or work settings.

Occupational therapy frequently necessitates the use of various supplies, e.g.,
ceramic tiles, leather, etc. The cost of such supplies may be included in the
occupational therapy cost center.

Physical Therapy

The coverage decision for physical therapy servicesis based on the need for the skills
of atherapist and not only on the diagnosis. The following sections explain genera
requirements and covered services for physical therapy.
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1. General Requirements

To be covered under home health rehabilitation services, physical therapy
Services must:

¢

¢

Be provided in the consumer’s home.

Relate directly and specifically to an active written treatment plan
established by the physician after any needed consultation with the qualified
physical therapist. The plan must be reviewed and updated every 30 days.
A current plan of treatment must be submitted with the claim for each
month. The plan must include:

* The patient’ s functional limitations.

» Date of onset of conditions being treated.

* Restorative potential.

* Moddlities of treatment.

* Goals.

* Progress notes.

* Documentation of progress toward the goals.

Be reasonable and necessary to the treatment of the patient’ sillness, injury,
or disabling conditions.

Be specific and effective treatment for the patient’s medical or disabling
conditions.

Be of such alevel of complexity and sophistication, or the condition of the

patient must be such, that the services required can be safely and effectively
performed only by a qualified physical therapist or under the supervision of
the therapist.

Theinitia physical therapy evaluation must be provided by alicensed
physical therapist. This evaluation may have been performed by other than
the home health agency staff.

A qualified physical therapist assistant may provide any restorative services
performed by alicensed physical therapist under supervision of atherapist
as allowed by lowallicensure.
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The provider must demonstrate that there is a need to establish a safe and
effective maintenance program related to a specific illness, injury, or
disabling condition. The selection and teaching of tasks to restore physical
functions are covered.

¢+ Meet the guidelines defined for restorative, maintenance or trial therapy.
(See Section 11, Item K. Limits on Rehabilitation Services])

There must be an expectation that there will be a significant, practical
improvement in the patient’ s condition in a reasonable amount of time,
based on the patient’ s restorative potential assessed by the physician. The
amount, frequency and duration of the services must be reasonable.

Covered Services

When a patient is under arestorative physical therapy program, the physical
therapist regularly reevaluates the patient’ s condition and adjusts the program.
It is expected then, that the physical therapist has designed a maintenance
program before discharge.

Conseguently, maintenance programs that are not established until after the
restorative program has been completed are not considered reasonable and
necessary to the treatment of the patient’ s condition and are excluded from
coverage. Refer to Limits on Rehabilitation Services: Restorative Therapy|for
further information.

For coverage of design and monitoring of aphysical therapy maintenance
program, see Limits on Rehabilitation Services. Maintenance Therapy]|

For coverage of a physical therapy tria therapy, refer to
IRehabilitation Services. Diagnostic or Tria Therapy|

Hot packs, hydrocollator, infrared treatments, paraffin baths, and whirlpool
baths do not ordinarily require skills of aqualified physical therapist. These are
covered when the condition is complicated by other conditions, such as
circulatory deficiency or open wounds, or if the serviceis an integral part of a
skilled physical therapy procedure.
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Gait training and gait evaluation and training constitute a covered serviceif the
patient’s ability to walk has been impaired by a neurological, muscular, or
skeletal condition or illness. The gait training must be expected to significantly
improve the patient’ s ability to walk.

Repetitious exercise to increase endurance of weak or unstable patients can be
safely provided by supportive personnel, e.g., aides, or nursing personnel.
Therefore, it is not a covered physical therapy service.

Ultrasound, short wave, and microwave diathermy treatments are considered
covered services.

Use of isokinetic or isotonic equipment in physical therapy is covered when
normal range of motion of ajoint is affected due to bone, joint, ligament, or
tendon injury or postsurgical trauma. Billing can be made only for the time the
therapist actually spends instructing the patient and assessing the patient’s
progress.

Therapeutic exercises may constitute a physical therapy service due either to the
type of exercise employed or the condition of the patient.

Range-of-motion tests must be performed by a qualified physical therapist.
Range-of-motion exercises require the skills of aqualified physical therapist
only when they are part of the active treatment of a specific disease or disabling
condition that has resulted in aloss or restriction of mobility. Documentation
must reflect:

¢ The degree of motion lost.
¢ Thenormal range of motion.
¢ Thedegreeto berestored.

Range-of-motion to unaffected joints only does not constitute a covered physical
therapy service.

Reconditioning programs after surgery or prolonged hospitalization are not
covered as physical therapy (work-hardening programs, for example). However,
initial instruction for such programsis a covered service.
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. Speech Therapy

For speech therapy services, the treatment plan shall additionally reflect the goals,
modalities of treatment, date of onset of conditions being treated, restorative potential,
and progress notes.

1. General Requirements

To be covered by Medicaid as home health rehabilitative services, speech
therapy services must:

¢

¢

Be provided in the consumer’ s home;

Be related directly to an active written treatment plan that is reviewed and
updated every 30 days. A current plan of treatment must be submitted with
the claim for each month, include the functional limitations and document
progress toward the goals;

Follow atreatment plan established by alicensed skilled therapist after
consultation with a physician;

Be reasonable and necessary to the treatment of the patient’sillness or
injury;
Relate to a specific medical diagnosis or disabling condition which will

significantly improve a patient’s practical functional level in areasonable
and predictable period of time;

Require the skilled services of a speech therapist. Services provided by a
speech aide are not reimbursable; and

Meet the guidelines defined for restorative, maintenance, diagnostic or tria
therapy. (SeeLimitson Rehabilitation Services|)
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2. Covered Services

Speech therapy activities that are considered covered services include
restorative therapy servicesto:

¢ Restore functions affected by illness, injury, or disabling condition resulting
in a communication impairment, or

¢ Develop functions where deficiencies currently exist.

“Communication impairments” fall into the general categories of disorders of:

Voice

Fluency

Articulation

Language

Swallowing disorders resulting from any condition other than mental
impairment

* & & o o

Treatment of these conditionsis payable if restorative criteriaare met. Refer to
[Limits on Rehabilitation Services. Restorative Therapy|

Aural rehabilitation, the instruction given by a qualified speech pathologist in
speech reading or lip reading to patients who have suffered a hearing loss (input
impairment), constitutes a covered service if reasonable and necessary to the
patient’sillness, or disabling condition. Group speech therapy is not covered.
Audiological servicesrelated to the use of ahearing aid are not reimbursable.

Teaching a patient to use sign language or to use an augmentative
communication deviceisreimbursable. The patient must show significant
progress outside the therapy sessions for these services to be reimbursable. (See
LLimits on Rehabilitation Services. Diagnostic or Trial Therapyl)

Where a maintenance program is appropriate, the initial evaluation, the
instruction of the patient and caregivers to carry out the program, and
supervisory visits to monitor progress are covered services. Beyond evaluation,
instruction, and monitoring, maintenance therapy is not reimbursable.
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However, designing a maintenance program, in accordance with the
reguirements of maintenance therapy, and monitoring the progress are covered.
For coverage of design and monitoring of a maintenance program, see
on Rehabilitation Services. Maintenance Therapy|

Supervisory Visits

Payment will be made for supervisory visits two times a month when aregistered
nurse, acting in a supervisory capacity, provides supervisory visits of services
provided by a home health aide under a Medicare-certified home health agency plan
of treatment.

Exceptions:

¢ When these visits are provided simultaneously with another Medicaid funded
service, they are allowable for administrative costs only.

Note: No supervisory visit would be made when the home health agency service
is performed by aregistered nurse. The submitted care plan must indicate the
services that the registered nurse will be providing in addition to supervising the
aide or in-home provider.

¢ Supervisory visits are required only once every 60 days when the only service
provided by the home health agency is home health aide services (no physician-
directed nursing assessment has been ordered).

If the nurse provides assessment services pursuant to a physician’s order, the
home health aide servicesis not the only service provided. Asaresult, twicea
month supervisory visits are required.

¢ When services are provided under the Department’ s in-home health-related care
program (as set forth in 441 lowa Administrative Code 177), supervisory visits
shall be conducted every 60 days (or more often based on medical need).
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Limitson Rehabilitation Services

Rehabilitation services include the following components:

¢ Physica therapy
¢ Occupational therapy
¢ Speech therapy

Each of these components must meet one of the following criteria:

¢ Restorative therapy|

¢ Maintenance therapy| or

¢ Diagnostic or trial therapy]

1.

Restor ative Therapy

Restorative therapy must be reasonable and necessary to the treatment of the
patient’sillness, injury, or disabling condition. The expected restorative
potential must be practical and in relation to the extent and duration of the
treatment.

There must be an expectation that the patient’s medical or disabling condition
will show functional improvement in a reasonable period of time. “Functional
improvement” means that demonstrable measurabl e increases have occurred in
the patient’ s level of independence outside the therapeutic environment.

If at any point of an illness or disabling condition, it is determined that this
expectation will not be realized, the services are no longer considered
reasonable and necessary.

Examples of covered service include:

¢ Construction of a device which enables a patient to hold a utensil and eat or
drink independently.

¢ Construction of ahand splint for a patient with rheumatoid arthritis to
maintain the hand in afunctiona position.

¢ Retraining communications skills of alaryngectomized person.
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¢ Stimulating and retraining a stroke patient who has lost speech or language
skillsto communicate orally or through augmentative means.
¢ Stimulating and training a language or speech delayed child’s
communication skills to more closely approximate age level.
¢ Teaching a patient who has lost the use of an arm how to pare potatoes and
chop vegetables with one hand.
¢ Teaching a stroke patient new techniques to enable the patient to perform
feeding, dressing, and other activities of daily living as independently as
possible.
¢ Traning an abnormally dysfluent child or adult to speak more fluently.
¢ Training new patterns of voice production for a child or adult exhibiting
vocally abusive behaviors.
¢ Traning ora or augmentative communication skills of amentally or

physically handicapped person where a significant discrepancy occurs
between the person’s cognitive abilities and current level of communication
function.

The following examples illustrate situations where restorative therapy is
determined reasonabl e and necessary.

¢

¢

14

A physician has ordered gait evaluation and training for a patient whose gait
has been materially impaired by scar tissue resulting from burns. Physical
therapy servicesto evaluate the patient’ s gait, to establish a gait-training
program, and to provide the skilled services necessary to implement the
program are covered.

A patient who has had atotal hip replacement is ambulatory, but
demonstrates weakness and is unable to climb stairs safely. Physical therapy
is reasonable and necessary to teach the patient to safely climb and descend
stairs.

A physician orders occupational therapy for a patient who is recovering from
afractured hip and who needs to be taught compensatory and safety
techniques with regard to lower extremity dressing, hygiene, toileting, and
bathing.
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The occupational therapist establishes goals for the patient’ s rehabilitation
(to be approved by the physician), and will undertake the teaching of the
techniques necessary for the patient to reach the goals. Occupational
therapy services are covered at a duration and intensity appropriate to the
severity of the patient’ s impairment and the response to treatment.

¢ A patient with adiagnosis of multiple sclerosis has recently been discharged
from the hospital following an exacerbation of her condition. Sheisnow
wheel chair-bound and, for the first time, without any expectation of
achieving ambulation again.

The physician has ordered physical therapy to select the proper wheelchair
for her long-term use and to teach safe use of the wheelchair and safe
transfer techniques to the patient and the family.

Physical therapy is reasonable and necessary to evaluate the patient’s overall
needs, to make the selection of the proper wheelchair, and to teach the
patient and family safe use of the wheelchair and proper transfer techniques.

Maintenance Therapy

Generally, maintenance therapy means services to a patient whose condition is
stabilized and who requires observation by atherapist of conditions defined by
the physician as indicating a possible deterioration of health status. This
includes patients with long-term illnesses or disabling condition whose statusis
stable rather than post-hospital.

Maintenance therapy is also appropriate for patients whose condition is such
that a professionally established program of activities, exercises, or stimulation
ismedically necessary to prevent deterioration or maintain present functioning
levels. Generally, the repetitive exercises to maintain function do not require
the services of aqualified physical therapist.

Where a maintenance program is appropriate, the initial evaluation and the
instruction of the patient, family members, home health aides, or other caregiver
to carry out the program are considered a covered service. Payment will be
made for amaximum of three visits to establish a maintenance program and
instruct the caregivers.
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Payment for supervisory visits to monitor the program is limited to two per
month for a maximum period of twelve months. The plan of treatment must
specify the anticipated monitoring of any supervisor. Beyond evaluation,
instruction, and monitoring, maintenance therapy is not reimbursable.

After 12 months of maintenance therapy, are-evaluation is a covered service, if
medically necessary. A re-evaluation is considered medically necessary only if:

¢ Thereisasignificant changein residential or employment situation, or

¢ The patient exhibits an increase or decrease in functional ability or
motivation, clearing of confusion, or the remission of some other medical
condition that previously contraindicated restorative therapy.

A statement by a developmentally disabled patient’ s interdisciplinary team
recommending are-evaluation and stating the basis for medical necessity is
considered as supporting the necessity of are-evaluation and may expedite
approval.

Examples of situations where maintenance therapy could be covered include:

¢ A patient with Parkinson’s disease who has not been under arestorative
physical therapy program may require a maintenance program established by
aqualified physical therapist.

¢ A patient who has received gait training has reached maximum restoration
potential. The physical therapist is teaching the patient and family how to
safely perform the activities that are a part of the maintenance program
being established.

Although the activities by themselves do not require the skills of atherapist,
the visits by the physical therapist to demonstrate and teach the activities are
covered, since they are needed to establish the program.
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¢

A stroke patient (or mentally retarded adult) exhibits deficitsin
communication function relative to the patient’ s cognitive abilities, but
requires atherapy plan that slowly progresses in complexity and involves
repetitious exercises or activities.

A program may be established to help the patient advance through the
levels. However, sinceit is of aless complex design, it does not require the
constant contact with a skilled therapist and is payable as a maintenance
program only.

A mentally retarded adult has reached a plateau in progressin arestorative
speech-language therapy program. Potential for further progress seems
minimal, though a discrepancy exists between the patient’ s cognitive skills
and communication abilities. A maintenance program may be established to
ensure that present level of functioning continues.

3. Diagnosticor Trial Therapy

Payment is made for an appropriate period of diagnostic therapy or trial therapy
(up to two months) to determine a patient’ s rehabilitation potential and
appropriate short-term and long-term goals. Documentation must be submitted
with each plan to support the need for diagnostic therapy or trial therapy.

Diagnostic or trial therapy may be appropriate when:

¢

¢

The patient does not meet restorative or maintenance therapy criteria.

The patient’sinitial evaluation is not sufficient to determine whether there
are rehabilitative goals that should be addressed.

The patient needs evaluation in multiple environments to determine their
rehabilitative potential adequately.

There is aneed to assess the patient’ s response to treatment in the patient’s
environment.
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Trial therapy will not be granted more than once per year for the same issue. If
the patient has a previous history of rehabilitative services, tria therapy for the
same type of services generally is payable only when a significant change has
occurred since the last therapy. Requests for subsequent diagnostic or trial
therapy for the same issue require documentation reflecting a significant change.

Further diagnostic or trial therapy for the same issue is not considered
appropriate when progress was not achieved, unless the reasons which blocked
change previoudly are listed and the reasons the diagnostic or trial therapy
would not have these blocks are provided.

The number of diagnostic or trial therapy hours authorized in the initial
treatment period shall not exceed 12 hours per month. Documentation of the
medical necessity and the plan for services under diagnostic trial therapy are
required. They will be reviewed to determine the medical necessity of the
number of hours of service provided.

When a patient has been sufficiently evaluated during diagnostic or trial therapy
to determine potential for restorative or maintenance therapy (or lack of therapy
potential), diagnostic or trial therapy ends.

At the end of diagnostic or trial therapy, recommend either continuance of
services under restorative therapy, continuance of services under maintenance
therapy, or discontinuance of services.

When restorative or maintenance therapy is found appropriate, as aresult of
diagnostic or trial therapy, submit claims noting restorative or maintenance
therapy (instead of diagnostic or trial therapy). Continuance of services under
restorative or maintenance therapy is reviewed based on the criteriain place for
restorative or maintenance therapy.

Diagnostic or trial therapy must additionally meet the following criteria:

¢ There must be face-to-face interaction with alicensed therapist. (Anaide’'s
services are not payable.)

¢ Servicesmust be provided on an individual basis. (Group diagnostic or trial
therapy is not payable.)
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Documentation of the diagnostic therapy or trial therapy must reflect the
provider’s plan for therapy and the patient’ s response.

For patients who received previous rehabilitation treatment, consideration of
trial therapy generally should occur only if the patient has incorporated any
regimen recommended during prior treatment into daily life to the extent of
the patient’ s abilities. (For speech therapy, this criterion does not apply if
the only goal of prior rehabilitative treatment was to learn the prerequisite
speech components.)

If the patient has a previous history of rehabilitative services, tria therapy
for the same type of services generaly is payable only when a significant
change has occurred since the last therapy. A “significant change’ is
considered as having occurred when any of the following exist:

* New onset.

* New problem.

* New need.

* New growth issue.

» Surgical intervention that may have caused new rehabilitative potentials.

» A changeinvocational or residential setting that requires are-valuation
of potential.

Documentation should include any previous attempt to resolve problems
using non-therapy personnel (e.g., residential group home staff, or family
members) and whether follow-up programs from previous therapy have been
carried out.

For referrals from residential, vocational, or other rehabilitation personnel
that do not meet present evaluation, restorative, or maintenance criteria,
submit with the claim documentation of:

* The proposed service.

* Themedica necessity.

» Thecurrent medical condition, including any secondary rehabilitative
diagnosis.

Claimsfor diagnostic or trial therapy must reflect the progress being made
toward the initial diagnostic or trial therapy plan.
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Nonpayable | nter mittent Services

The following services are not a payable benefit:

¢ Homemaker services.

¢ Services provided in the home health agency office.
¢ Transportation and escort services.

¢ Weéll-child medical care and supervision.

Medicaid patients under the MediPASS program must have the physician’s approval
for the service to be payable.

Home health agency services for apatient in aMedicaid HMO are covered by the
HMO.

Psychiatric nursing services are covered by the lowa Plan for a person under age 65
with aprimary diagnosis of ICD-9 code 290 through 301.99 or 306 through 309.99 or
311 through 314.99.

Medical equipment rental is not reimbursable to a home health agency. Obtain and
bill for dressings, durable medical equipment, and other supplies through a medical
equipment dealer or pharmacy. (Specia consideration may be given to unusual
circumstances, such as when a pharmacy or medical equipment dealer is not available
in the recipient’s community.)

Basis of Payment for I nter mittent Services

Payment shall be made on an encounter basis. An “encounter” is defined as
separately identifiable hours in which home health agency staff provide continuous
service to a patient.

Payment of home health agency intermittent servicesis based on the service provided
rather than the classification of the home health agency employee providing the
service. Other insuranceis primary and must be billed first. A current plan of care
must be submitted with each claim.

Patients under the MediPASS program must have the physician’s approval for the
service to be payable.
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Supplies and Equipment

Payment for supplies will be approved when the supplies are incidental to the
patient’s care, e.g., syringes for injections, and do not exceed $15 per month.
Dressings, durable medical equipment, and other supplies shall be obtained
from a durable medical equipment dealer or pharmacy.

Payment of supplies may be made to home health agencies when a medical
equipment dealer or pharmacy is not available in the patient’s community. A
home health agency must enroll as a medical equipment provider in order to be
paid for equipment supplies over $15.

Service Provided Under an Exception to Policy

When billing services provided under an exception to policy, follow the
instructions in the decision letter. A current plan of care and a copy of the
exception to policy decision letter must accompany each claim. The claim must
include:

¢ The correct primary diagnosis.

¢ Therevenue or procedure code.

¢ Thenumber of hours of each service provided.

¢ Thereimbursement rate identified in the decision |etter for each service
provided.

I nter mittent Procedur e Codes and Nomenclature

Home health agency intermittent services are billed using revenue codes. Enter the
three-digit code that identifies a specific accommodation or ancillary services.

550
420
440
430
570
270
560

Skilled nursing care
Physical therapy
Speech therapy
Occupational therapy
Home health aide
Medical supplies
Medical social worker
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Show revenue code 001 as the last line on the claim form, indicating total charges for
the entire bill.

A unit of serviceisonevisit. Prepare one claim that includes all home health services
provided during a calendar month.

Claims submitted without a revenue code and an ICD-9-CM diagnosis code will be
denied.

V. PRIVATE-DUTY NURSING AND PERSONAL CARE SERVICES

Private-duty nursing and personal care services for children with special needs are covered

for

14

¢
¢
¢

Medicaid recipients aged 20 and under when:

The services are medically necessary.

The services exceed the intermittent criteria.
The service planning process has taken place.
Prior authorization is approved.

These services are intended to:

14

Promote alternatives to prolonged hospitalizations or institutionalization by providing
for medically necessary and effective home care.

Provide ongoing nursing support to a technology-dependent child or a child with
multiple medical needs related to an acute or chronic medical condition in the home
environment.

The objectives of the services are:

14

To provide direct patient care, supervision of family caregivers, and teaching of the
necessary skills to care for amedically compromised child at home,

To promote quality care and a safe home environment for the patient,

To provide for comprehensive and coordinated care in a cost-effective manner, and

To reduce the number of hours funded and provided by the program to the minimum
level necessary to meet the medical needs of the child safely while ensuring that quality
careis maintained in the child’s home environment.
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Payment for private-duty nursing or personal care services for patients aged 20 and under
will be approved if determined to be medically necessary. “Medical necessity” means:

¢ Theserviceisreasonably calculated to prevent, diagnose, correct, cure, alleviate, or
prevent the worsening of conditions that endanger life, cause pain, result in illness or
infirmity, threaten to cause or aggravate a disability or chronic illness, and

¢ No other equally effective course of treatment is available or suitable for the patient
reguesting a service.

Therole of the parentsis central to the management of home care and must permeate all
planning. Use family-centered concepts when working with the family to develop a
treatment plan. Also involve the child in the planning of treatment services, based on the
child’s age and understanding of the condition.

The services are considered supportive to the care provided to the child by family, foster
parents, or delegated caregivers. Whenever possible, teach the nursing regimen to the
child, the family, the foster parents, or delegate it to an unlicensed caregiver to achieve the
goals and objectives.

Maintenance of the nursing regimen plan of care is the responsibility of the child, family,
foster parents, or delegated caregivers, with aregistered nurse providing any necessary
supervision and follow-up. Decrease care as the family, foster parents, or caregivers
become able to meet the client’ s needs.

Home health services are directed to support the extra burdens on the parents due to the
child’s medical needs. They are not available to meet afamily’s normal needs for child
care and supervision, such as while a parent works.

A. Personal Care Services

“Personal care services’ are services provided by a home health aide which are
delegated and supervised by aregistered nurse under the direction of the child's
physician. Services may be provided to a child in the child' s place of residence or
outside the child’ s residence when normal life activities take the recipient outside the
place of residence. Some of the care must be provided in the child’s home.
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Personal care services do not include:

¢ Respite care (atemporary intermission or period of rest for the caregiver to relieve
the caregiver of the duties of providing continuous support and care to the child).

¢ Services provided to other members of the child’s household.

¢ Servicesrequiring prior authorization that are provided without regard to the prior
authorization process.

¢ Assessment and monitoring.

¢ Cueing for behavior management.

¢ Other serviceslisted in section IV. F, Nonpayable Serviced

Private-Duty Nursing

“Private-duty nursing services’ are services provided to a child by aregistered nurse
or alicensed practical nurse under the direction of the child’s physician. Services
may be provided in the child’ s place of residence or outside the child’ s residence,
when normal life activities take the child outside the place of residence. Some of the
care must be provided in the child’ s home.

Private-duty nursing services do not include:

¢ Respite care (atemporary intermission or period of rest for the caregiver to relieve
the caregiver of the duties of providing continuous support and care to the child).

¢ Nurse supervision services, such as chart review, case discussion, or scheduling
by aregistered nurse.

¢ Services provided to other members of the child’s household.

¢ Servicesrequiring prior authorization that are provided without regard to the prior
authorization process.

¢ Other serviceslisted in section V. F, Nonpgyable Servi c@.
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Service Planning for Special Needs Children

The child’s assigned case manager or service worker is responsible for completing the
service planning process. If thereis not an assigned service worker or case manager,
a Child Health Specialty Clinic nurse will be assigned to thisrole.

This planning process must be completed for each child before requesting a prior
authorization for private-duty nursing or personal care services. (A time-limited
authorization may be approved for children who need services before the planning
process can be completed. See|Special Circumstances|)

The planning process must be repeated for each prior authorization request. Eight
weeks before the expiration date of an existing prior authorization, ACS staff will
notify the provider and the service worker, case manager or Child Health Specialty
Clinic staff, by phone. Planning needs to occur within the next three weeks, unless
this has been initiated or completed.

If the child will turn 21 within the next 12 months, ACS staff will send an e-mail to
the adult and family specialist for the region in which the child resides. The email
will advise the region of the need to begin planning for services when the child isno
longer eligible for prior-authorized services.

This planning will result in a new prior authorization request and supporting
documentation being prepared and submitted at least four weeks before the expiration
of the current prior authorization. The planning process is needed to ensure that
funding for servicesis not jeopardized by the failure to complete and timely submit a
prior authorization.

1. Planning Process

The service worker, case manager or Child Health Specialty Clinic staff will
involve in the planning:

¢ Thefamily.
¢ Providers.
¢ Areaeducation agency staff (for children in schooal).
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Others who may be involved when applicable include:

@ & & 6 O 6 O O O > oo

Child Health Specialty Clinic staff.

Insurance case managers.

HMO representatives.

lowa Plan contractor staff.

Specia program resources.

County central point of coordination for children aged 16 through 20.
Department of Human Services income maintenance staff.
Physicians.

Family support people and advocates.

Department of Human Services service help desk staff.
ISU home- and community-based services specialists.
Medicaid policy staff.

At a minimum, the planning should address:

14

14

14

What was covered by any prior authorization that will be expiring.
Any changes which have occurred.

If there were services which could not be covered when the current prior
authorization was approved.

Definitions of terms, including intermittent, private-duty nursing, personal
care, medical necessity, scope of practice, waiver services, in-home health-
related care.

Hierarchy for the use of insurance, intermittent services, prior authorized
services, waiver services, medical transportation, state funded services, and
other funding such as county, school and civic organization funding.

How different plans for the child interact, such as time frames, uses of
services, level of detail, and how families, providers, and othersinvolved in
the planning are notified of service approvals.

How waiver-funded nursing and home health services can be used.
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¢ Useof waiver services such as supported community living, homemaker,
consumer-directed attendant care, respite, and the requirements for use of
gatekeeper services.

Enrolled and available waiver providersin the area.
Documentation requirements for home health agencies.
When and how multiple provider agencies are used.

Planning for nonschool days.

* & & o o

Exception to policy processes, including who initiates the exception request,
who needs to be involved, what needs to be submitted, and the steps to the
process.

¢ Processfor conference callsto be used if problems occur in finalizing the
plan.

If services will meet the intermittent guidelines, a prior authorization will not be
needed. The service worker, case manager or Child Health Specialty Clinic
staff will notify ACS of the resolution.

If it becomes evident during the planning that not all the issues can be resolved,
or one or more of the core members of the team does not agree with the plan, a
conference call must be scheduled. (See|Conference Callf)

Service Authorization

When the planning results in the need for a new prior authorization request to be
submitted, the service worker, case manager or Child Health Specialty Clinic
staff will request the home health agency to provide a copy of the prior
authorization request. (See[Prior Authorization Reguest for instructions on
preparing form 470-0829, Prior Authorization Request.) Thiswill be sent to
ACS.

ACS will notify the service worker, case manager or Child Health Specialty
Clinic staff if it has not received the new Prior Authorization Request four
weeks before the expiration of the current authorization.
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The service worker, case manager or Child Health Specialty Clinic staff will
advise the family that:

¢

The home health agency has not submitted the new prior authorization
regquest, and

Funding for services may be jeopardized or consideration may need to be
given to securing adifferent provider.

If the prior authorization can be approved as submitted, ACS will notify the
service worker, case manager, or Child Health Speciadty Clinic staff, who will
confirm that the family’ s need for service has not changed. If the needs remain
the same, ACS will approve the prior authorization as requested and return it to
the provider.

Other activities needed to implement the decision may include revision of plans,
submission of waiver forms, and completion of notices of decision by case
managers and service workers.

If the prior authorization cannot be approved as submitted, ACS will notify the
service worker, case manager, or Child Health Speciaty Clinic staff, who will
determine if other services discussed during the planning can be used to meet
the need or if a conference call is needed.

3. ConferenceCall

If the issues cannot be resolved through the planning process, the service
worker, case manager or Child Health Specialty Clinic staff will:

¢
¢

Schedule a conference call by contacting the scheduler at ACS.
Provide the names and telephone numbers of those who will participate.

At aminimum, those participating in the call will include:

¢

* & & o

The service worker, case manager or Child Health Specialty Clinic staff.
The family.

Providers.

ACS medical review staff.

Area education agency staff (for children in schoal).
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Others participating when applicable include:

Child Health Specialty Clinic staff.

Insurance case managers.

HMO representatives.

lowa Plan contractor staff.

Specia Program Resources.

County central point of coordination for children aged 16 through 20.
IM staff.

Physicians.

Family support people and advocates.

Department of Human Services service help desk staff.
ISU home- and community-based services specialists.
Medicaid policy staff.

@ & & 6 O 6 O O O > oo

Callswill be scheduled at a mutually agreed upon time before the expiration
date of the current prior authorization. They should be scheduled as soon as
possible to alow adequate time for decisions to be made before the expiration
of the prior authorization.

ACS will convene conference calls as scheduled. The service worker, case
manager, or Child Health Specialty Clinic staff will either facilitate the call or
ensure that afacilitator is designated. At the end of the conference call, the
facilitator will provide a verbal summary of the outcome of the discussion.

ACS will complete awritten summary of the conference call using the format
developed by the Special Needs Children Planning work group. The original
will be kept in the consumer’ sfile at ACS and a copy will be sent to the service
worker, case manager or Child Health Specialty Clinic staff. The information
on the summary will include, at a minimum:

¢ Thechild’s name and state ID number.

¢ The date the planning conference call was held.

¢ The participantsin the planning conference call.

¢ A brief description of the outcome, including amount and type of servicesto
be provided.
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4. Special Circumstances

The service worker, case manager or Child Health Specialty Clinic staff will
ensure that a planning discussion occurs in the following situations:

¢
¢
¢
¢
¢
¢

14

14

A child is discharged from the hospital.

A child is determined to be terminally ill.

A child’s service needs change.

Changesin digibility occur.

Responsibility for services transfers from one agency to another.

Aninitial prior authorization request with a proposed plan of careis
submitted and no supporting documentation is available.

A prior authorization request is submitted for achild aged 16 or older.

A current prior authorization needs to be modified.

A prior authorization request based on a proposed plan may be approved for a
limited period of time, usually not more than four to eight weeks, to allow the
regular planning process for services to occur.

When ACS receives arequest to modify a current prior authorization, the
service worker, case manager or Child Health Specialty Clinic staff will be
notified. A mutual decision will be made to initiate planning, using some or all
of the planning process, or approve atime-limited modification. Policy staff
will beincluded in this discussion as needed.

5. Hospital Discharge Planning

For achild being discharged from a hospital, an initial prior authorization or
modification of an existing prior authorization may be approved for alimited
period of time. See|Special Circumstances|

Encourage family support systems to be in place by working with the hospital
discharge planner and community mental health support system.



CHAPTER SUBJECT: CHAPTER PAGE
|
Eg;g;grtmem COVERAGE AND LIMITATIONS E-41
E!uman HOME HEALTH SERVICES DATE
Services July 1' 2000

“Support systems’ are services, resources, information, training, and emotional
support that enable afamily to assume responsibility and provide care for a
technol ogy-dependent child or a child with a chronic disability in addition to
meeting the goals and accomplishing tasks of family life.

The discharging hospital has aresponsibility to assist the family to identify
potential providers of the home health agency services and to teach the
necessary skills to the caregivers within the hospital setting. This teaching can
be continued the first several weeks to reinforce skills with the caregivers.

Facility discharge planning includes extensive teaching of the main family
caregivers within the facility setting, before discharge of the patient. Teaching
must include:

¢ Anunderstanding of the child’s diagnosis and prognosis.

¢ Ability to provide direct patient care.

¢ Demonstrated knowledge of the use and care of heeded equipment.

¢ Emergency measuresin the care of the patient, including emergency
preparedness for utility failure.

The family should be centrally involved in the selection process of the home
care agency. ldeally, the family should select the home health agency at |east
two weeks before discharge and notify the agency of the patient referral.

The home health agency should be involved in the development of the home
care plan before discharge. Coordination between the discharging hospital and
the home health agency should be reflected on the plan of treatment. The care
plan must address short-term goals as well as the long term nature of the care
required.

Training family membersin the care of the child should begin as early as
possible in the hospital, but at least within the two weeks before discharge. The
training of the family must include:

¢ Detailed documentation (written instruction) of the child’s care needs.
¢ A systematic process for teaching parents and siblings (when appropriate)
the care of the child.
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Rooming in while the child is still an inpatient is recommended. Parents should
be taught alternative ways of doing things, so they will become comfortable
with problem solving regarding the care needs. Proper education of the
caregivers regarding actions to take in the case of emergency situationsis
essentia before discharge home.

The discharging hospital should assist the family in locating a community-based
pediatrician or other physician who iswilling to accept primary care
coordination for the patient. The lines of communication must be open between
the physician, the family caregivers, and the home health agency.

The parents are central to the management of home care. During all stages of
adjusting to home care, it is very important to remember that the parents (or
primary caregivers) remain the only “constant” factor in the home care
experience over time. They have the accumulated knowledge and experience of
their needs, as well as the needs of their child, which a health care provider may
not have.

Coordination between the discharge planner or hospital social worker and the
home health agency or the person responsible for ensuring psychosocia support
must be initiated on an outpatient basis immediately at the time of discharge.
Stressors imposed on the family due to the various factors involved in service
delivery systems must be recognized.

The goal of all service providers should be to ensure alternative ways of
decreasing stress and increasing the effectiveness of the services provided in the
most cost-effective manner while enhancing family functioning.

Home careisalot of work. Familieswill do better knowing the benefits and
limitations up front, rather than getting discouraged because care for their child
at homeis not what they expected.

Giving the parents honest and factual information helpsto better prepare them
to the realities of home care. Parents need to know and understand that they
have aresponsibility in maintaining a business relationship with service
providers.
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Often, the depersonalization of home care is difficult for families to cope with
but, nonetheless, reality. Presenting this reality before its occurrence helpsto
prepare the families for the idea that they need to rely on themselves to ensure
that the service contracted for is, in fact, provided.

Prior Authorization Request

Private-duty nursing or personal care services require prior authorization. Medical
personnel will individually review each prior authorization request. Prior
authorization requests may be approved, modified, or denied.

The skill level approved for private-duty nursing or personal care servicesis based on
the medical necessity of the child and the lowa Board of Nursing scope of practice
guidelines, not the staffing preference of the provider or family.

Private-duty nursing or personal care services must be ordered in writing by a
physician, as evidenced by the physician’s signature on the plan of care.

A prior authorization request can be reviewed without the physician’s completed
order, but any changes in the order must be communicated to the medical review
agency. (The plan of care must be signed within the certification period and attached
to the claim for payment.)

The provider of the serviceisresponsible for requesting prior authorization and for
obtaining renewal of prior authorization. Request prior authorization based on the
planning process outlined under [Service Planning for Special Needs Children|
Submit initial requests and requests for renewal on form 470-0829, Request for Prior
Authorization. (See[Chapter Hfor further instructions and a facsimile of this form.)

Mail requeststo ACS, Prior Authorization Home Health Agency, Box 9157, Des
Moines, |A 50306-3422, or fax them to 515-327-5127. (Y ou must send the original,
signed Request for Prior Authorization to ACS to support afaxed prior authorization
request.)

A request to modify a prior authorization may be made by telephone to
1-888-424-2070 or 515-327-5126.
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The request for prior authorization shall include:

¢
¢
¢

A nursing assessment.
The plan of care.
Supporting documentation showing the planning process.

The request for prior authorization shall include all itemsidentified in Section Il as
required treatment plan information and shall further include:

¢

¢

Any planned surgical interventions and projected timeframes of the surgery.
Information regarding the caregiver’s desire to:

» Becomeinvolved in the child’'s care.

» Adhere to program objectives.

*  Work toward treatment plan goals.

*  Work toward maximum independence.

Identification of the types and service delivery levels of all other servicesto the
child, whether or not the services are reimbursable by Medicaid.

For example, all patients should be receiving well-child care from their physician,
well child clinic, school-based clinic, and educational services from their area
education agency or local education agency or local education agency. Some
patients may be involved with Child Health Specialty Clinics, or respite programs.
Some may be eligible for private insurance services.

If requesting extension of private-duty nursing or personal care, information
regarding carry-over or follow-through of the work toward maximum
independence by the child and the caregiver. Carry-over and follow-through
compatible with the treatment goals must be documented.

The expected number of private-duty nursing registered nurse hours, private-duty
nursing licensed practical nurse hours, or home health aide hours per day, the
number of days per week, and the number of weeks or months of service per
discipline. Thetotal number of hours requested must exactly match the number of
hours on the treatment plan.

Note: Prior authorization approvals will not be granted for treatment plans that
exceed 16 hours of home health agency services per day.

If the patient is currently hospitalized, the projected date of discharge.
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Prior authorization for home care services will not be approved before:

¢ Theregular service planning process or the planning process for specia
circumstances is completed.

¢ Thedesignated review agent receives a telephone contact, fax, or awritten request
from the provider for prior authorization of the services.

Prior authorizations are recipient-specific, not provider-specific. Agencies that accept
patients who have a current approved prior authorization from the patient’ s previous
home health agency should notify ACS by letter to receive a copy of the current prior
authorization.

To request atransfer of the prior authorization to a new home health agency, notify
ACS Prior Authorization Unit in writing. The written request must address the
reasons for the agency change, the effective day of the change, and any changes in the
services to be provided.

If you have questions related to prior authorization, you may telephone ACS at
1-888-424-2070 or 515-327-5127.

Place of Service

Private-duty nursing and personal care services are provided to a patient in the
patient’ s place of residence or outside the patient’ s residence, when normal life
activities take the patient outside the place of residence. Some of the care must be
provided in the child’ s home.

Additional hours of services will not be authorized outside the patient’ s residence
beyond what would normally be authorized in the residence. If a patient wishesto
receive nursing services to attend school or other activities outside the home, but does
not need nursing services in the home, nursing services cannot be authorized.

The need for care to participate in activities outside the home is not a basis for
authorizing additional hours of service.

Services provided in nursing facilities, skilled nursing facilities, intermediate care
facilities for the mentally retarded, or hospitals are not payable. Servicesthat are
provided in the home health agency office are not payable.
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Nonpayable Services

The following services are not payable as private-duty nursing or personal care:

¢

¢
¢
¢

14

14

Homemaker services.
Homework assistance.
Medical transportation.

Nurse supervision services, such as chart review, case discussion, or scheduling
by aregistered nurse.

Respite care (temporary intermission or period of rest for the caregiver that
relieves the caregiver of the duties of providing continuous support and care to the
patient).

Service requested for nonmedical reasons.
Services provided to other members of the patient’ s househol d.

Services requiring prior authorization that are provided without regard to the prior
authorization process.

Services to patients aged 21 and over.
Two Medicaid services provided simultaneously.

Well-child medical care and supervision.

Assessment and monitoring which require the skills of alicensed nurse are covered
under private-duty nursing, but are not covered under personal care.

Medical equipment rental is not reimbursable to a home health agency. Supplies
incidental to a patient’ s care may be billed monthly (i.e., syringes for Prolixin
injections).
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Obtain and bill for dressings, durable medical equipment, and other supplies through
amedical equipment dealer or pharmacy. (Special consideration may be given to
unusual circumstances; e.g., a pharmacy or medical equipment dealer is not available
in the recipient’s community.)

Patients under the MediPASS program must have the physician’s approval for the
service to be payable.

Home health agency services for apatient in aMedicaid HMO are covered by the
HMO.

The lowa Department of Public Health may certify home health agenciesto
participate as child health centers and provide EPSDT screening services. Those
agencies will be paid for health screening examinations for Medicaid-eligible patients
under 21 years of age. Those agencies should enroll as screening centers to provide
EPSDT screening services.

Basis of Payment

Payment to a home health agency for private-duty nursing or personal care servicesis
on an hourly fee-for-service basis. Bill for services on aUB-92 clam form. Asa
genera rule, billing is per calendar month. Only the level of care approved on the
prior authorization can be billed.

Reimbursement is made for an hourly unit of service based on afee schedule.
Enhanced payment under the interim fee schedule will be made available for services
to children who are technol ogy-dependent (ventilator dependent or with a medical
condition so unstable as to otherwise require intensive care in a hospital).

A person is considered ventilator dependent when the person:

¢ Isunableto initiate spontaneous breathing, and

¢ Needsalife sustaining medical device for respiration which meets the following
definition: “A volume-cycled, mechanical device, including but not limited to
adjustments for respiratory rates and tidal volume and oxygen concentration, that
provides life sustaining respiration.”
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Procedure Codes and Nomenclature

HCPCs codes have been established for billing. One unit equals one hour. Claims
submitted without a procedure code and an ICD-9-CM diagnosis code will be denied.

Home health aide or certified nurse assistant providing care in the home;

Nursing care in the home by registered nurse; per hour

Code Description
$9122

per hour
$9123
S9124

Nursing care in the home by licensed practical nurse; per hour

For nursing services provided at the enhanced rate, submit claims using the same
code. The approved prior authorization form will reflect reimbursement at the
enhanced rate.
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. REQUEST FOR PRIOR AUTHORIZATION FORM AND
INSTRUCTIONS

A.

How to Use

For services requiring prior approval (see Chapter E), form 470-0829, Request for
Prior Authorization, must be completed and submitted to the fiscal agent. The
request will be reviewed by the Medical Unit and a determination of coverage will be
made. When a determination has been made, the form will be returned to you. Do
not use this form unless prior approval isrequired by Medicaid for the service being
provided.

If the serviceis approved for coverage, you may then submit your claim for
reimbursement. Important: Do not return the prior authorization form. Y ou need to
place the prior authorization number in the appropriate location on your claim form.
(Consult the claim form instructions.) Using this number, the computer will then
verify that the service has been approved for payment.

Facsimile of Request for Prior Authorization

(Seelpage 3)

I nstructions for Completing Request for Prior Authorization

1. PATIENT NAME
Complete the last name, first name and middle initial of the patient. Usethe
Medical Assistance Eligibility Card for verification.

2. PATIENT IDENTIFICATION NUMBER
Copy this number directly from the Medical Assistance Eligibility Card. This
number must be eight positions in length (seven numeric digits and one
alphabetical character).
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3. COUNTY NO.

10.

11.

12.

Thisisthe number of the county where the recipient resides. It may be copied
from the Medical Assistance Eligibility Card. Thisisatwo-digit code. This
areaisoptional.

DATE OF BIRTH
Copy the patient’s date of birth directly from the Medical Assistance Eligibility
Card. Usetwo digitsfor each: month, day, year (MM, DD, YY).

PROVIDER PHONE NO.
Completing this area may expedite the processing of your Request for Prior
Authorization. Thisareais optional.

PROVIDER NO.
Leave blank.

PAY TO PROVIDER NO.
Enter the seven-digit provider number assigned to you by the lowa Medicaid
Program.

DATES COVERED BY THIS REQUEST

Enter the appropriate date span. Be sure to include the date of service.
Complete thisitem using two digits for each: month, day, year (MM, DD, YY).
If this request is approved, it will be valid only for this period of time.

PROVIDER NAME
Enter the name of the provider requesting prior authorization.

STREET ADDRESS
Enter the street address of the provider requesting prior authorization.

CITY, STATE, ZIP
Enter the city, state and zip of the provider requesting prior authorization.

PRIOR AUTHORIZATION NO.
Leave blank. Thefiscal agent will assign a number if the service is approved.
Y ou will then place this number in the appropriate area on the claim form.



REQUEST FOR PRIOR AUTHORIZATION
(PLEASE TYPE - ACCURACY IS IMPORTANT)

lowa Department of Human Services

Chapter F, Page 3

1. Patient Name (Last) (First) (Initial) 2. Patient Identification No. 3. Co. | 4. Date of Birth
No. Mo. Day Year
5. Provider Phone No. 6. Provider No. | 7. Pay to Provider No. 8. Dates Covered by Request
From To
9. Provider Name Mo. Day Year Mo. Day Year

10. Street Address

11. City, State, Zip

12. PRIOR AUTHORIZATION NO. (To be assigned by fiscal agent)

Enter this number in the appropriate box when submitting the
claim form for the services authorized.

13. Reasons For Request (use additional sheet if necessary)

SERVICES TO BE AUTHORIZED

14. 15. Describe Procedure, Supply,
Drug To Be Provided or
No. Diagnosis Description

Line

16. Procedure,
Supply, Drug of
or Diagnosis Code*

17. Units

Service

18. Leave Blank
Authorized
Units

19. Amount

20. Leave Blank
Authorized
Amount

21. Leave Blank

Status

01

02

03

04

05

IF THE PROVIDER OF THESE SERVICES WILL BE OTHER THAN THE PROVIDER NAMED IN BOX 9, PLEASE COMPLETE THIS PORTION.

22. Provider Name

23. Telephone No.

24. Provider No.

25. Pay to Provider No.

26. Street Address

City

State

Zip

IMPORTANT NOTE: In evaluating requests for prior authorization the consultant
will consider the treatment from the standpoint of medical necessity only. If
approval of this request is granted, this does not indicate that the recipient
continues to be eligible for Medicaid. It is the responsibility of the provider who
initiates the request for prior authorization to establish by inspection of the
recipient's Medicaid eligibility card and, if necessary by contact with the county
Department of Human Services, that the recipient continues to be eligible for

Medicaid.

27. Requesting provider

Signature of Authorized Representative

Date

FISCAL AGENT USE ONLY

28. MEDICAID BENEFITS ARE HEREBY [ APPROVED (L] DENIED FOR THE RECIPIENT UNDER TITLE XIX, THIS AUTHORIZATION APPLIED

ONLY TO THE ELIGIBLE PERSON ABOVE FOR THE SERVICE(S) SPECIFICALLY APPROVED ABOVE.

29. Comments or Reasons for Denial of Benefits

*PROCEDURE, SUPPLY, DRUG OR DIAGNOSIS CODES
AUTHORIZED ON THIS REQUEST MUST BE THE SAME CODES
ENTERED ON THE CLAIM FORM

470-0829 (Rev. 4/98)

30. Signature

Fiscal Agent's Authorized Representative

Date
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13.  REASON FOR REQUEST

Provide the required information in this area for the type of approval being
requested. Refer to Chapter E of thismanual. (For entera products, enter the
number of cans or packets administered per day.)

SERVICES TO BE AUTHORIZED

14.

15.

16.

17.

18.

19.

20.

21.

LINE NO.
No entry isrequired.

DESCRIBE PROCEDURE, SUPPLY, DRUG TO BE PROVIDED OR
DIAGNOSIS DESCRIPTION

Enter the description of the service or servicesto be authorized. (For enteral
products, enter the product name and NDC number.)

PROCEDURE, SUPPLY, DRUG OR DIAGNOSIS CODE
Enter the appropriate code. For prescription drugs, enter the appropriate NDC.
For other services or supplies, enter the proper HCPCS code.

UNITS OF SERVICE

Compl ete with the amount or number of times the serviceisto be performed.
(For enteral products, enter the number of cans or packets dispensed for the time
Span requested.)

AUTHORIZED UNITS
Leave blank. Thefiscal agent will indicate the number of authorized units.

AMOUNT
Enter the amount that will be charged for this line item.

AUTHORIZED AMOUNT

Leave blank. Thefiscal agent will indicate the authorized amount or indicate
that payment will be based on the fee schedule or maximum fee depending on
the service provided.

STATUS
Leave blank. Thefiscal agent will indicate “A” for approved or “D” for denied.
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22. PROVIDER NAME
Complete the name of the provider who will provide services, if other than
requestor of prior authorization.

23. TELEPHONE NO.
Enter the telephone number of the provider who will provide services, if other
than requestor of prior authorization. Thisareais optional.

24. PROVIDER NO.
Enter the seven-digit Medicaid provider number of the treating provider, if other
than requestor of prior authorization.

25. PAY TO PROVIDER NO.
Enter the seven-digit group provider number for the treating provider, if other
than requestor of prior authorization.

26. STREET ADDRESS, CITY, STATE, ZIP
Complete the street address, city, state and zip of the provider who will provide
services, if other than requestor of prior authorization.

27. REQUESTING PROVIDER
Enter the signature of the provider or authorized representative requesting prior
authorization. Also, indicate the date the request was signed.

FISCAL AGENT USE ONLY

28. MEDICAID BENEFITS REQUESTED ARE HEREBY
Do not complete. The fiscal agent will complete thisitem after evaluating the
request.

29. COMMENTS OR REASON FOR DENIAL OF BENEFITS
Do not complete. The fiscal agent will complete this section should this request
be denied.

30. SIGNATURE
Do not complete. The person making the final decision on this request will sign
and date.
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D. Electronic Prior Authorization Requests

Under the Health Insurance Portability and Accountability Act, thereis an electronic
transaction for Prior Authorization requests (278 transaction). However, thereis no
standard to use in submitting additional documentation electronically. Therefore, if
you want to submit a prior authorization request electronically, the additional
documentation must be submitted on paper using the following procedure:

¢ Staple the additional information to form 470-3970, Prior Authorization
Attachment Control. (See the previous page for an example of thisform.)

¢+ Complete the * attachment control number” with the same number submitted on
the electronic prior authorization request. ACSwill accept up to 20 characters
(letters or digits) in this number. If you do not know the attachment control
number for the request, please contact the person in your facility responsible for
electronic clams billing.

¢ Mail the Prior Authorization Attachment Control with attachments to:

ACS State Healthcare
P.O. Box 14422
DesMoines, |A 50306-3422

Or FAX theinformation to the Prior Authorization Unit at: 515-327-5127

Once ACS receives the paper attachment, it will manually be matched up to the
electronic claim using the attachment control number and then processed.



Chapter F, Page 6b
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Prior Authorization Attachment Control

Please use this form when submitting a prior authorization electronically which requires an attachment. The attachment
can be submitted on paper along with thisform. The “ Attachment Control Number” submitted on this form must be the
same “attachment control number” submitted on the electronic prior authorization. Otherwise the eectronic prior
authorization and paper attachment cannot be matched up.

Attachment Control Number

Provider Name

Pay-to-Provider Number

Recipient Name

Recipient State I D Number

Date of Service / /

Type of Document

RETURN THISDOCUMENT WITH ATTACHMENTSTO:
ACS State Healthcare
P.O. Box 9157
DesMoines, |A 50306-3422
PA FAX: 515-327-5127

470-3970 (7-03)
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[1. INSTRUCTIONSAND CLAIM FORM

A.

I nstructions for Completing the Claim Form

The table below contains information that will aid in the completion of the UB-92
clam form. The table follows the form by field number and name, giving a brief

description of the information to be entered, and whether providing information in
that field is required, optional or conditional of the individual recipient’s situation.

A star (*) in theinstructions area of the table indicates a new item or changein policy

for lowa Medicaid providers.

For electronic media claim (EMC) submitters, refer also to your EMC specifications
for claim completion instructions.

FIELD FIELD NAME/

NUMBER | DESCRIPTION INSTRUCTIONS

1 PROVIDER’'S OPTIONAL — Enter the complete name, address, and phone
NAME, ADDRESS | number of the billing facility or service supplier.
& TELEPHONE
NUMBER

2. PAYER CONTROL | LEAVE BLANK.
NUMBER

3. PATIENT OPTIONAL — Enter the account number assigned to the
CONTROL patient by the provider of service. Thisfieldislimited to
NUMBER 10 alpha/numeric characters.
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4, TYPE OF BILL REQUIRED* — Enter athree-digit number consisting of one
digit from each of the following categoriesin this
sequence:
First digit Type of facility
Second digit  Bill classification
Third digit Frequency
Type of Facility
1 Hospital or psychiatric medical institution for
children (PMIC)
2 Skilled nursing facility
3 Home health agency
7  Rehabilitation agency
8 Hospice
Bill Classification
1 Inpatient hospital, inpatient SNF or hospice
(nonhospital based)
2 Hospice (hospital based)
3 Outpatient hospital, outpatient SNF or hospice
(hospital based)
4  Hospital referenced laboratory services, home health
agency, rehabilitation agency
Freguenc
1  Admit through discharge claim
2 Interim—first claim
3 Interim— continuing claim
4  Interim—last claim
5. FEDERAL TAX OPTIONAL — No entry required.
NUMBER
6. STATEMENT REQUIRED — Enter the month, day, and year under both
COVERSPERIOD | the From and To categories for the period.




CHAPTER SUBJECT: CHAPTER PAGE
lowa -
A, Separtmen: | BILLING AND PAYMENT F-9
I'II Human HOME HEALTH SERVICES DATE
Services JUly 1' 1998
7. COVERED DAYS | REQUIRED FOR INPATIENT* —
Inpatient, PMIC, and SNF — Enter the number of covered
days. Do not use the day of discharge in your calculations.
Rehabilitation Agency — Enter the number of daysthe
patient was seen in this billing period. The number of days
is used to determine copayment liability.
Hospice Services and Home Health Agencies— L eave
blank.
8. NONCOVERED REQUIRED FOR INPATIENT, WHERE APPLICABLE* —
DAYS
Inpatient, PMIC, and SNF — Enter the number of non-
covered days, if applicable. Do not use the day of
discharge in your calculations.
Hospice Services, Rehabilitation, and Home Health
Agencies— Leave blank.
9. COINSURANCE OPTIONAL — No entry required.
DAYS
10. LIFETIME OPTIONAL — No entry required.
RESERVE DAYS
11. UNLABELED OPTIONAL — No entry required.
FIELD
12. PATIENT NAME REQUIRED — Enter the last name, first name, and middle
initial of therecipient. Use the Medical Assistance
Eligibility Card for verification.
13. PATIENT OPTIONAL* — Enter the full address of the recipient.
ADDRESS
14. PATIENT OPTIONAL — Enter the recipient’ s birthdate as month, day,
BIRTHDATE and year. Completing thisfield may expedite processing
of your claim.
15. PATIENT SEX REQUIRED — Enter the patient’s sex.
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16. PATIENT OPTIONAL — No entry required.
MARITAL STATUS
17. ADMISSION DATE | REQUIRED* —
Inpatient, PMIC, and SNF — Enter the date of admission
for inpatient services.
Outpatient — Enter the dates of service.
Home Health Agency and Hospice — Enter the date of
admission for care.
Rehabilitation Agency — No entry required.
18. ADMISSION HOUR | REQUIRED FOR INPATIENT/PMIC/SNF — The following

chart consists of possible admission timesand a
corresponding code. Enter the code that corresponds to the
hour patient was admitted for inpatient care.

Code Time- AM Code Time- PM
00 12:00 - 12:59 12 12:00 - 12:59
Midnight Noon
01 1:00- 1:59 13 1:00- 1:59
02 2:00- 2:59 14 2:00- 2:59
03 3:00- 3:59 15 3:00- 3:59
04 4:00- 4:59 16 4:00- 4:59
05 5:00- 5:59 17 5:00- 5:59
06 6:00- 6:59 18 6:00- 6:59
07 7:00- 7:59 19 7:00- 7:59
08 8:00- 8:59 20 8:00- 8:59
09 9:00- 9:59 21 9:00- 9:59
10 10:00 - 10:59 22 10:00 - 10:59
11 11:00 - 11:59 23 11:00 - 11:59

99 Hour unknown
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19. TYPE OF REQUIRED FOR INPATIENT/PMIC/SNF — Enter the code
ADMISSION corresponding to the priority level of thisinpatient
admission.
1 Emergency
2 Urgent
3  Elective
4  Newborn
9 Information unavailable
20. SOURCE OF REQUIRED FOR INPATIENT/PMIC/SNF — Enter the code
ADMISSION that corresponds to the source of this admission.
1 Physicianreferra
2 Clinicreferrd
3  HMOreferra
4  Transfer from a hospital
5 Transfer from askilled nursing facility
6  Transfer from another health care facility
7  Emergency room
8 Court/law enforcement
9 Information unavailable
21. DISCHARGE HOUR | REQUIRED FOR INPATIENT/PMIC/SNF — The following

chart consists of possible discharge timesand a
corresponding code. Enter the code that corresponds to the
hour patient was discharged from inpatient care.

Seet Field 18, Admission Hour,I for instructions for

accepted discharge hour codes.
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22

PATIENT STATUS

REQUIRED FOR INPATIENT/PMIC/SNF — Enter the code
that corresponds to the status of the patient at the end of
service.

01 Discharged to home or self care (routine discharge)

02 Discharged/transferred to other short-term general
hospital for inpatient care

03 Discharged/transferred to a skilled nursing facility
(SNF)

04 Discharged/transferred to an intermediate care facility
(ICF)

05 Discharged/transferred to another type of institution
for inpatient care or outpatient services

06 Discharged/transferred to home with care of
organized home health services

07 Left care against medical advice or otherwise
discontinued own care

08 Discharged/transferred to home with care of home IV
provider

10 Discharged/transferred to mental health care

11 Discharged/transferred to Medicaid certified
rehabilitation unit

12 Discharged/transferred to Medicaid certified
substance abuse unit

13 Discharged/transferred to Medicaid certified
psychiatric unit

20 Expired

30 Remainsapatient or is expected to return for
outpatient services (valid only for nonDRG claims)

23.

MEDICAL/
HEALTH RECORD
NUMBER

OPTIONAL — Enter the account number assigned to the
patient by the provider of service. Thisfieldislimited to
10 alpha/numeric characters.
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24.—30. | CONDITION CONDITIONAL* — Enter corresponding codes to indicate

whether or not treatment billed on this claim is related to
any condition listed below.

Up to seven codes may be used to describe the conditions
surrounding a patient’ s treatment.

General

01
02
03
04
05

Military service related

Condition is employment related

Patient covered by an insurance not reflected here
HMO enrollee

Lien has been filed

Inpatient Only

80
81
82
83

Neonatal level Il or Il unit
Physical rehabilitation unit
Substance abuse unit
Psychiatric unit

X3 IFMC approved lower level of care, ICF
X4 [IFMC approved lower level of care, SNF

91

Respite care

Outpatient Only

84
85
86
87
88
89
90
98

Cardiac rehabilitation program

Eating disorder program

Mental health program

Substance abuse program

Pain management program

Diabetic education program

Pulmonary rehabilitation program

Pregnancy indicator — outpatient or rehabilitation

agency
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Specia Program Indicator

Al EPSDT

A2 Physicaly handicapped children’s program
A3 Specia federal funding

A4 Family planning

A5 Disability

A6 Vaccine/Medicare 100% payment

A7 Induced abortion — danger to life

A8 Induced abortion — victim rape/incest

A9 Second opinion surgery

Home Health Agency (Medicare not applicable)

XA Condition stable
XB Not homebound
XC Maintenance care
XD No skilled service

31.

UNLABELED
FIELD

OPTIONAL — No entry required.

32.-35.
A. & B.

OCCURRENCE
CODESAND
DATES

REQUIRED IF APPLICABLE* —If any of the occurrences
listed below is applicableto this claim, enter the
corresponding code and the month, day, and year of that
occurrence.

Accident Related
01 Auto accident

02 No fault insurance involved, including auto
accident/other

03 Accident/tort liability
04 Accident/employment related
05 Other accident

06 Crimevictim
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Insurance Related
17 Date outpatient occupational plan established or
reviewed
24 Dateinsurance denied
25 Date benefits terminated by primary payer
27 Date home health plan was established or | ast
reviewed
A3 Medicare benefits exhausted
Other
11 Date of onset
36. OCCURRENCE OPTIONAL — No entry required.
A.& B. | SPAN CODESAND
DATES
37. TRANSACTION LEAVE BLANK.
A.—-C. CONTROL
NUMBER
38. RESPONSIBLE OPTIONAL — No entry required.
PARTY NAME
AND ADDRESS
39.—41. | VALID CODES OPTIONAL — No entry required.
a—d. AND AMOUNTS
42. REVENUE CODE REQUIRED — Enter the appropriate corresponding revenue

code for each item or service billed. Replace the “X” with
a subcategory code, where appropriate, to clarify the code.
Please note that al listed revenue codes are not payable by
Medicaid. If you have questions concerning payment for a
specific item/service, please call Provider Relations at
1-800-338-7909 or 515-327-5120 (in Des Moines).
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11X Room & Board —Private

(medical or general)
Routine service charges for single bed rooms.

Subcategories

General classifications
Medical/surgical/GYN
OB

Pediatric

Psychiatric
Detoxification
Oncology
Rehabilitation

Other

©CooO~NOP~WNEFO

Room & Board — Semi-Private Two Bed
(medical or general)

Routine service charges incurred for
accommodations with two beds.

Subcategories

Generdl classifications
Sterile environment
Self care

Other

©O©o~NP>~O

Room & Board — Semi-Private Three and Four
Beds (medical or general)

Routine service charges incurred for
accommodations with three and four beds.

Subcategories

Generdl classifications
Sterile environment
Self care

Other

©O©o~NPr~O
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14X Private (deluxe)

Deluxe rooms are accommodations with amenities
substantially in excess of those provided to other
patients.

Subcategories

0 Generd classifications
4  Sterile environment

7 Sdf care

9 Other

Room & Board —Ward (medical or general)
Routine service charge for accommodations with
five or more beds.

Subcategories

0 Generd classifications
4  Sterile environment

7 Sdf care

9 Other

Other Room & Board

Any routine service charges for accommodations
that cannot be included in the more specific
revenue center codes. Sterile environmentisa
room and board charge to be used by hospitals that
are currently separating this charge for billing.
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Subcategories

0 Generd classifications
4  Sterile environment

7 Sdf care
9 Other

Nursery
Charges for nursing care to newborn and
premature infants in nurseries.

Subcategories

Generdl classification
Newborn

Premature

Neonatal ICU

Other

©O© oI O

L eave of Absence

Charges for holding aroom or bed for a patient
while the patient is temporarily away from the
provider.

Subcategory
5  Nursing home (for hospitalization)

Intensive Care

Routine service for medical or surgical care
provided to patients who require amore intensive
level of care thanisrendered in the general
medical or surgical unit.

Subcategories

Generdl classification
Surgica

Medica

Pediatric

Psychiatric

Post ICU

Burn care

Trauma

Other intensive care

©CooO~NOP~WNEFO
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21X  Coronary Care

Routine service charge for medical care provided
to patients with coronary illnesses requiring a
more intensive level of care than is rendered in the
general medical care unit.

Subcategories

General classification
Myocardial infarction
Pulmonary care
Heart transplant

Post CCU

Other coronary care

O©OrrwWNPEFO

Special Charges
Charges incurred during an inpatient stay or on a
daily basisfor certain services.

Subcategories

General classification

Admission charge

Technical support charge

U.R. service charge

Late discharge, medically necessary
Other special charges

O©OPrrOWNPEFO

Incremental Nursing Charge Rate

Subcategories

Generdl classification
Nursery

OB

ICU

CCuU

Other

O©OPrrOWNPEFO

All Inclusive Ancillary
A flat rate charge incurred on either adaily or total
stay basisfor ancillary services only.

Subcategories

0 Generd classification
9  Other inclusive ancillary
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25X

26X

27X

Phar macy

Charges for medication produced, manufactured,
packaged, controlled, assayed, dispensed, and
distributed under direction of licensed pharmacies.

Subcategories

General classification

Generic drugs

Nongeneric drugs

Take home drugs

Drugs incident to other diagnostic services
Drugs incident to radiology

Experimental drugs

Nonprescription

IV solutions

Other pharmacy

©Cooo~NOOUIA_WNPEFO

IV Therapy

Equipment charge or administration of intravenous
solution by specially trained personnel to indi-
viduals requiring such treatment. This code should
be used only when a discrete service unit exists.

Subcategories

General classification

Infusion pump

IV therapy/pharmacy services
IV therapy/drug/supply delivery
IV therapy/supplies

Other IV therapy

O©OPrrOWNPEFO

Medical/Surgical Suppliesand Devices
(also SeeEZX an extension of 27X)
Charges for supply items required for patient care.
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28X

29X

30X

Subcategories

General classification
Nonsterile supply

Sterile supply

Take home supplies
Prosthetic/orthotic devices
Pacemaker

Intraocular lens

Oxygen —take home
Other implants

Other supplies/devices

©Cooo~NOOUIA_WNEO

Oncology
Charges for the treatment of tumors and related
diseases.

Subcategories

0 Generd classification
9  Other oncology

Durable M edical Equipment

(other than renal)

Charges for medical equipment that can withstand
repeated use (excluding renal equipment).

Subcategories

General classification

Rental

Purchase of new DME

Purchase of used DME
Supplies/drugs for DME effectiveness
(home health agency only)

9  Other equipment

A WNEFO

Laboratory

Charges for the performance of diagnostic and
routine clinical laboratory tests. For outpatient
services, be sure to indicate the code for each lab
chargein UB-92 form field number 44.
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31X

32X

Subcategories

General classification
Chemistry

Immunology

Renal patient (home)
Nonroutine dialysis

Hematol ogy

Bacteriology and microbiol ogy
Other laboratory

©Coouhr~wWNEFO

Laboratory — Pathological
Charges for diagnostic and routine laboratory tests
on tissues and cultures.

For outpatient services, indicate the CPT code for
each lab charge in UB-92 form field number 44.

Subcategories
General classification

Cytology
Histology
Biopsy
Other

O©OB~ANPFLO

Radiology — Diagnostic

Charges for diagnostic radiology services provided
for the examination and care of patients. Includes
taking, processing, examining and interpreting of
radio and fluorographs.

Subcategories

General classification
Angiocardiography
Arthrography
Arteriography

Chest x-ray

Other

O©OPrrOWNPEFO
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33X  Radiology — Therapeutic

Charges for therapeutic radiology services and
chemotherapy required for care and treatment of
patients. Includes therapy by injection or ingestion
of radioactive substances.

Subcategories

General classification
Chemotherapy — injected
Chemotherapy — oral
Radiation therapy
Chemotherapy — IV
Other

O© OoTwN - O

Nuclear Medicine

Charges for procedures and tests performed by a
radioisotope laboratory utilizing radioactive
materials as required for diagnosis and treatment
of patients.

Subcategories

General classification
Diagnostic
Therapeutic

Other

O NP O

CT Scan
Charges for computed tomographic scans of the
head and other parts of the body.

Subcategories

Generdl classification
Head scan

Body scan

Other CT scans

O NP O
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36X  Operating Room Services

Charges for services provided to patients by those
specifically trained nursing personnel providing
assistance to physicians in the performance of
surgical and related procedures during and
immediately following surgery.

Subcategories

General classification

Minor surgery

Organ transplant — other than kidney
Kidney transplant

Other operating room services

O ~NNPF- O

Anesthesia
Charges for anesthesia servicesin the hospital.

Subcategories

0 Generd classification
1 Anesthesiaincident to radiology
2 Anesthesiaincident to other diagnostic

services
4  Acupuncture
9 Other anesthesia
Blood

Charges for blood must be separately identified for
private payer purposes.

Subcategories

General classification

Packed red cells

Whole blood

Plasma

Platelets

Leukocytes

Other components

Other derivatives (cryoprecipitates)
Other blood

O~NOO U~ WNEFO
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39X  Blood Storage and Processing

Charges for the storage and processing of whole
blood.

Subcategories

0 Generd classification
1 Blood administration
9  Other blood storage and processing

Other Imaging Services

Subcategories

General classification
Diagnostic mammography
Ultrasound

Screening mammography
Positron emission tomography
Other imaging services

O©OPrrOWNPEFO

Respiratory Services

Charges for administration of oxygen and certain
potent drugs through inhalation or positive
pressure. Charges for other forms of rehabilitative
therapy through measurement of inhaled and
exhaled gases and analysis of blood and evaluation
of the patient’ s ability to exchange oxygen and
other gases.

Subcategories

General classification
Inhalation services
Hyperbaric oxygen therapy
Other respiratory services

©O© wkrk o

Physical Therapy

Charges for therapeutic exercises, massage, and
utilization of effective properties of light, heat,
cold, water, electricity, and assistive devicesfor
diagnosis and rehabilitation of patients who have
neuromuscular, orthopedic, and other disabilities.
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43X

44X

45X

Subcategories

General classification

Visit charge

Hourly charge

Group rate

Evaluation or reevaluation

Other occupational therapy/trial occupational
therapy — rehab agency

O©OPrrOWNPEFO

Occupational Therapy

Charges for teaching manual skills and indepen-
dence in personal care to stimulate mental and
emotional activity on the part of patients.

Subcategories

General classification

Visit charge

Hourly charge

Group rate

Evaluation or reevaluation

Other occupational therapy/trial occupational
therapy — rehab agency

O©OPrrwWNPEFO

Speech — L anguage Pathology
Charges for services provided to those with
impaired functional communication skills.

Subcategories

General classification

Visit charge

Hourly charge

Group rate

Evaluation or reevaluation

Other speech-language pathology/trial speech
therapy — rehab agency

O©OhrhOwWNPEFO

Emer gency Room

Charges for emergency treatment to thoseill and
injured persons requiring immediate unscheduled
medical or surgical care.

Subcategories

0 Generd classification
9  Other emergency room
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46X  Pulmonary Function

Charges for tests measuring inhaled and exhaled
gases. Chargesfor the analysis of blood and for
tests evaluating the patient’ s ability to exchange
oxygen and other gases.

Subcategories

0 Generd classification
9  Other pulmonary function

Audiology

Charges for the detection and management of
communication handicaps centering in whole or in
part on the hearing function.

Subcategories

0 Generad classfication
1 Diagnosis

2  Treatment

9  Other audiology
Cardiology

Charges for cardiac procedures rendered in a
separate unit within the hospital. Such procedures
include, but are not limited to: heart catheteri-
zation, coronary angiography, Swan-Ganz
catheterization, and exercise stress tests.

Subcategories

0 Generad classfication
1 Cardiac cathlab

2 Stresstest

9  Other cardiology

Ambulatory Surgical Care
Charges for ambulatory surgery not covered by
other categories.

Subcategories

0 Generd classification
9  Other ambulatory surgical care
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50X  Outpatient Services
Outpatient charges for services rendered to an
outpatient admitted as an inpatient before midnight
of the day following the date of service.

Subcategories

0 Generd classification
9  Other outpatient services

51X Clinic
Clinic (nonemergency/scheduled outpatient visit)
charges for providing diagnostic, preventive
curative, rehabilitative, and education services on
a scheduled basis to ambulatory patients.

Subcategories

Generdl classification
Chronic pain center
Dental clinic
Psychiatric clinic
OB-GYN clinic
Pediatric clinic

Other clinic

b~ wWNEFO

52X Free-Standing Clinic

Subcategories

General classification
Rural health —clinic
Rural health —home
Family practice

Other free-standing clinic

O WNPFO

53X Osteopathic Services
Charges for astructural evaluation of the cranium,
entire cervical, dorsal and lumbar spine by a
doctor of osteopathy.

Subcategories

0 Generd classification
1 Osteopathic therapy
9  Other osteopathic services
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54X Ambulance

Charges for ambulance service, usually on an
unscheduled basisto theill and injured requiring
immediate medical attention.

Note: Ambulance is payable on the UB-92 form
only in conjunction with inpatient admissions.
Other ambulance charges must be submitted on the
ambulance claim form. Documentation of medical
necessity must be provided for ambulance
transport. The diagnosis/documentation must
reflect that the patient was nonambulatory and the
trip was to the nearest adequate facility.

Subcategories

Generdl classification
Supplies

Medical transport

Heart mobile

Oxygen

Air ambulance

Neonatal ambulance services
Pharmacy

Telephone transmission EKG
Other ambulance

©Cooo~NOOUA~WNEO

Skilled Nursing (home health agency only)
Charges for nursing services that must be provided
under the direct supervision of alicensed nurse
ensuring the safety of the patient and achieving the
medically desired result.

Subcategories

General classification
Visit charge

Hourly charge

Other skilled nursing

O NP O
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56X  Medical Social Services

(home health agency only)

Charges for services such as counseling patients,
interviewing and interpreting problems of social
situations provided to patients on any basis.

Subcategories

0 Generd classification

1 Visitcharge

2 Hourly charge

9  Other medical social services

Home Health Aide (home health agency only)
Charges made by a home health agency for
personnel primarily responsible for the personal
care of the patient.

Subcategories

0 Generd classification

1 Visitcharge

2 Hourly charge

9  Other home health aide services

MRI
Charges for Magnetic Resonance Imaging of the
brain and other body parts.

Subcategories

0 Generd classification

1 Brain (including brainstem)
2 Spina cord (including spine)
9 Other MRI

M edical/Surgical Supplies (extension of
Charges for supply items required for patient care.
The category is an extension of 27X for reporting
additional breakdown where needed. Subcode 1is
for providers that cannot bill supplies used for
radiology procedures under radiology. Subcode 2
isfor providersthat cannot bill supplies used for
other diagnostic procedures.

Subcategories

1 Suppliesincident to radiology
2 Suppliesincident to other diagnostic services
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63X  DrugsRequiring Specific I dentification

Charges for drugs and biologicals requiring
specific identification as required by the payer. If
HCPCS is used to describe the drug, enter the
HCPCS code in UB-92 form field number 44.

Subcategories

General classification

Single source drug

Multiple source drug

Restrictive prescription

Erythropoietin (EPO), less than 10,000 units
Erythropoietin (EPO), 10,000 or more units
Drugs requiring detailed coding

OOk~ WNPEFEO

Home IV Therapy Services

Charges for intravenous drug therapy services
performed in the patient’ s residence. For home IV
providers the HCPCS code must be entered for all
equipment and all types of covered therapy.

Subcategories

General classification

Nonroutine nursing, central line

IV site care, central line

IV site/change, peripheral line

Nonroutine nursing, periphera line
Training patient/caregiver, central line
Training, disabled patient, central line
Training, patient/caregiver, periphera line
Training, disabled patient, peripheral line
Other IV therapy services

©Cooo~NOOUA_WNEO

Hospice Services (hospice only)

Charges for hospice care services for aterminally
ill patient if he or she elects these servicesin lieu
of other servicesfor the terminal condition.

Subcategories

Routine home care
Continuous home care (hourly)
Inpatient respite care

General inpatient care
Careinan ICF or SNF

cOOoOUIN -
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70X  Cast Room

Charges for services related to the application,
maintenance, and removal of casts.

Subcategories

0 Generad classfication
9  Other cast room

Recovery Room

Subcategories

0 Generd classification
9  Other recovery room

Labor Room/Delivery

Charges for labor and delivery room services
provided by specially trained nursing personnel to
patients. Thisincludes prenatal care during labor,
assistance during delivery, postnatal carein the
recovery room, and minor gynecologic procedures
if performed in the delivery suite.

Subcategories

General classification
Labor

Delivery

Circumcision

Birthing center

Other labor room/delivery

O©OPrrwWNPEFO

EKG/ECG (electro-cardiogram)

Charges for the operation of specialized equipment
to record electromotive variations in actions of the
heart muscle on an electrocardiography for the
diagnosis of heart ailments.

Subcategories

Generdl classification
Holter monitor
Telemetry

Other EKG/ECG

O NP O
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74X EEG (electr o-encephalogram)

Charges for the operation of specialized equipment
measuring impul se frequencies and differencesin
electrical potential in various brain areas to obtain
data used in diagnosing brain disorders.

Subcategories

0 Generad classification
9 Other EEG

Gastro-Intestinal Services
Procedure room charges for endoscopic
procedures not performed in the operating room.

Subcategories

0 General classification
9  Other gastro-intestina

Treatment or Observation Room

Charges for the use of atreatment room or for the
room charge associated with outpatient observa-
tion services. HCPCS code W9220 must be used
with these codes (one unit per hour) on outpatient
claims.

Subcategories

0 Generd classification

1 Treatment room

2  Observation room

9  Other treatment/observation room

Lithotripsy
Charges for the use of lithotripsy in the treatment
of kidney stones.

Subcategories

0 Generad classfication
9  Other lithotripsy
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80X  Inpatient Renal Dialysis
A waste removal process performed in an inpatient
setting using an artificial kidney when the body’ s
own kidneys have failed. The waste may be
removed directly from the blood (hemodialysis) or
indirectly from the blood by flushing a special
solution between the abdominal covering and the
tissue (peritoneal dialysis).

Subcategories

General classification

Inpatient hemodialysis

Inpatient peritoneal (nonCAPD)

Inpatient continuous ambulatory peritoneal

dialysis

4  Inpatient continuous cycling peritoneal
dialysis (CCPD)

9  Other inpatient dialysis

WN PO

81X  Organ Acquisition (see 89X)
The acquisition of akidney, liver or heart for
transplant use. (All other human organs fall under
category 89X.)

Subcategories

General classification
Living donor — kidney
Cadaver donor — kidney
Unknown donor — kidney
Other kidney acquisition
Cadaver donor — heart
Other heart acquisition
Donor — liver

Other organ acquisition

O~NOO U~ WNEFO
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82X  Hemodialysis— Outpatient or Home

A waste removal process, performed in an
outpatient or home setting, necessary when the
body’ s own kidneys have failed. Wasteis
removed directly from the blood.

Subcategories

General classification
Hemodialysis'’composite or other rate
Home supplies

Home equipment

Maintenance/100%

Support services

Other outpatient hemodialysis

o~ wWNEFO

Peritoneal Dialysis— Outpatient or Home

A waste removal process, performed in an
outpatient or home setting, necessary when the
body’ s own kidneys have failed. Wasteis
removed indirectly by flushing a special solution
between the abdominal covering and the tissue.

Subcategories

General classification
Peritoneal/composite or other rate
Home supplies

Home equipment
Maintenance/100%

Support services

Other outpatient peritoneal dialysis

O~ wWNEFO

Continuous Ambulatory Peritoneal Dialysis
(CCPD) —Outpatient or Home

A continuous dialysis process performed in an
outpatient or home setting using the patient
peritoneal membrane as a dialyzer.

Subcategories

General classification
CAPD/composite or other rate
Home supplies

Home equipment
Maintenance/100%

Support services

Other outpatient CAPD

b~ wWNEFO
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85X
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88X

0
1
2
9

89X

O WwWNPFO

Continuous Cycling Peritoneal Dialysis
(CCPD) —Outpatient or Home

A continuous dialysis process performed in an
outpatient or home setting using a machine to
make automatic changes at night.

Subcategories

General classification
CCPD/composite or other rate
Home supplies

Home equipment
Maintenance/100%

Support services

Other outpatient CCPD

Miscellaneous Dialysis
Chargesfor dialysis services not identified
elsewhere.

Subcategories

General classification
Ultrafiltration

Home dialysis aid visit
Miscellaneous dialysis other

Other Donor Bank (extension of 81X)
Charges for the acquisition, storage, and
preservation of all human organs (excluding
kidneys, livers, and hearts — see .

Subcategories

Generdl classification
Bone

Organ (other than kidney)
Skin

Other donor bank
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92X  Other Diagnostic Services

Subcategories

General classification
Peripheral vascular lab
Electromyelogram

Pap smear

Allergy test

Pregnancy test

Other diagnostic services

o~ wWNEFO

Other Therapeutic Services
Charges for other therapeutic services not
otherwise categorized.

Subcategories

General classification

Recreational therapy

Education/training

Cardiac rehabilitation

Drug rehabilitation

Alcohol rehabilitation

Complex medical equipment — routine
Complex medical equipment —ancillary
Other therapeutic services

O~NOO U~ WNEFO

Patient Convenience Items

Chargesfor items generally considered by the third
party payersto be strictly convenience items, and,
therefore, are not covered.

Subcategories

General classification
Cafeteria/guest tray

Private linen service
Telephone/telegraph

TV/radio

Nonpatient room rentals

Late discharge charge
Admission kits

Beauty shop/barber

Other patient convenience items

©CooOo~NOOUIA_WNPEO
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43.

REVENUE
DESCRIPTION

OPTIONAL — Enter adescription of each revenue code
billed.

HcPcS/cPT/
RATES

CONDITIONAL* —

Outpatient Hospital — Enter the HCPCS/CPT code for each
service billed, assigning a procedure, ancillary or medical
APG.

Inpatient SNF — Enter the HCPCS code W0511 for
ventilator dependent patients, otherwise leave blank.

Home Health Agencies — Enter the appropriate HCPCS
code from the prior authorization when billing for EPSDT
related services.

All Others — Leave blank.

45,

SERVICE DATE

OPTIONAL —Entry in thisfield is optional for outpatient
and no entry required for all others.

46.

UNITS OF
SERVICE

REQUIRED —

Inpatient — Enter the appropriate units of service for
accommodation days.

Outpatient — Enter the appropriate units of service
provided per CPT/revenue code. (Batch-bill APGsrequire
one unit = 15 minutes of servicetime.)

Home Health Agencies — Enter the appropriate units for
each service billed. A unit of service =avisit. Prior
authorization private-duty nursing/personal care — one unit
=an hour.

47.

TOTAL CHARGES

REQUIRED — Enter the total charges for each code billed.

48.

NONCOVERED
CHARGES

REQUIRED — Enter the noncovered charges for each
applicable code.

49,

UNLABELED
FIELD

OPTIONAL — No entry required.
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50. PAYER REQUIRED — Enter the designation provided by the state
A.-C. IDENTIFICATION | Medicaid agency. Enter the name of each payer
organization from which you might expect some payment
for the bill.
51. PROVIDER REQUIRED — Enter your seven-digit Medicaid provider
NUMBER number.
52. RELEASE OF OPTIONAL — No entry required.
A.—-C. INFORMATION
CERTIFICATION
INDICATOR
53. ASSIGNMENT OF | OPTIONAL — No entry required.
A.—-C. BENEFITS...
54, PRIOR PAYMENTS | REQUIRED — If applicable, enter the amount paid by third-
A.-C. party payer.
Do not enter previous Medicaid payments.
55. ESTIMATED OPTIONAL — No entry required.
A.-C AMOUNT DUE
56.—57. | UNLABELED OPTIONAL — No entry required.
FIELDS
58. INSURED' SNAME | REQUIRED — Enter the Medicaid recipient’ s last name,
A.-C first name, and middieinitial. Verify thisinformation on
the Medical Assistance Eligibility Card.
59. PATIENT’'S OPTIONAL — No entry required.
A.-C RELATIONSHIP
TO INSURED
60. CERTIFICATE/ REQUIRED* — Enter the patient’s Medicaid identification
A.-C. SOCIAL SECURITY | number found on the Medical Assistance Eligibility Card.
NUMBER/HEALTH | It should consist of seven digits followed by aletter, i.e.,
INSURANCE 1234567A.
CLAIM/IDENTI-
FICATION
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61. INSURED GROUP | OPTIONAL* —No entry required.

A.—-C. NAME

62. INSURANCE OPTIONAL* —No entry required.
GROUP NUMBER

63. TREATMENT CONDITIONAL — If the patient is a MediPASS patient and
AUTHORIZATION | the service is not an emergency, the physician authori-
CODE zation number must be shown here.

64.—-66. | EMPLOYMENT OPTIONAL* —No entry required.
STATUS,
EMPLOYER NAME
AND LOCATION

67. PRINCIPAL REQUIRED — Enter the ICD-9-CM code for the principal
DIAGNOSIS CODE | diagnosis.

68.—75. | OTHER CONDITIONAL — Enter the ICD-9-CM codes for diagnosis,
DIAGNOSIS other than principal, for the additional diagnosis.
CODES

76. ADMITTING OPTIONAL — No entry required.
DIAGNOSIS

77. “E" CODE OPTIONAL — No entry required.

78. DRG ASSIGNMENT | OPTIONAL — No entry required.

79. PROCEDURE OPTIONAL — No entry required.
CODING METHOD
USED

80. PRINCIPAL CONDITIONAL — For the principal surgical procedure,
PROCEDURE enter the ICD-9-CM procedure code and surgery date,
AND DATE when applicable.

81. OTHER CONDITIONAL — For additional surgical procedures, enter
PROCEDURE the ICD-9-CM procedure codes and dates.
CODESAND
DATES
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82.

ATTENDING
PHYSICIAN ID

REQUIRED —

Inpatient Hospital, SNF, Rehab Agency, Home Health
Agency, and PMIC — Enter the UPIN or seven-digit lowa
Medicaid provider number for the treating physician. The
last name, first initial, and discipline are also needed. The
treating physician has primary responsibility for the
patient’s care from the start of hospitalization.

Outpatient — Enter the UPIN or seven-digit lowaMedicaid
provider number of the physician referring the patient to
the hospital. This area should not be completed if the
primary physician did not give the referral. On outpatient
billings, do not show treating physician information in this
area.

Note: For lock-in patients, enter the seven-digit lowa
Medicaid provider number of the lock-in physician or
clinic in place of the above.

83.

OTHER
PHYSICIAN ID

OPTIONAL — Enter the UPIN number of physician
performing the principal procedure, if applicable. If a
UPIN number is unavailable, enter the physician’s seven-
digit lowaMedicaid provider number. The last name, first
initial, and discipline are also needed.

REMARKS

OPTIONAL — No entry required.

85.

PROVIDER
REPRESENTATIVE
SIGNATURE

REQUIRED — The signature of an authorized representative
must be shown.

If the signature consists of computer-generated block
letters, the signature must be initialed. A signature stamp
may be used.

86.

DATEBILL
SUBMITTED

REQUIRED — Enter the original claim submission date.
For resubmissions, be sure to indicate the original
submission date, not the date of resubmission.

BACK OF
FORM

NOTE

REQUIRED — The back of the claim form must be intact on
every claim form submitted.




ra

B PATENT DONTROL WD,

IS L0t et e ER Lt W T N

5 FEDTARHD B ETATRNT DO AR | 7 o0 | 4D | 801D | LRG| T '
12 EATIERT peanE - = 'I"'J'I""J:TIEF:"."E:IE L -l' i— B o | !
e prmnowTE o[ hs] e PN e | DR L2 5TAT| 22 MEDEAL FECRD M e L o .
: | ;
EOOE ) i
' B
C
B VALECDE L o
a . |a
i |b
¢ i c
d | d
47 Y, G0 | 3 pescheTon 44 HEPGS BATES U5 SERN.GATE |46 SERVURITS | 4T TOTAL CMARGES 48 MOK-CONERED CHARGES | 49
i | ; i
2 | i i z
1 5 E
; il '
§ I 5
T | 7
; | | i o
4 i ]
i | | i 0
1 ' 1
12 | | ' l 12
13 | | 13
1 | siz=] 1
15 15
1% | | | 1
17 . i . 17
" | | "
19 : 1
20 | . | e
H i ; 2
25 i EE
52 FerEn 4t PICHEER A P ——— 55 ESTAMCUNT EUE [e
o | =
[ty
B DUE EROM PATIENT B )
53 I4SUREQ'S HAME §37 L 60 CERT. 85N- HE -0 KC 81 GROUS RANE | e weRasczcROUENG =~
i A
;| B
c {C
53 TREATVENT ATHOSIZATION COCES ez g5 cumeovER e B EMPLOYER LOCATION '
& I &) [
a B
& 1= ¥ | ¢
& PAI. DG O | |mapwomeca|mecoe  [m
e TINCE AL PTG A a
| s
corf ﬁ, . B uTE §3 OTHER PHIS. 1D E
b
| o OTHERPHIE D - K
4] i}
e 85 PTRTALET FEFTIECEHTATIAE TG TATE
d X

LIB-92 HCFA-1450

OCR [ Original

PERATEY Yol SESTERPENTodeE Sl Toll FOwDAchl AFFLY TO Thirll L Al wBE WADE & SAAT HIRADOT,



UNIFORM 2ILL HOTICE: ANYONE WHD MESHEFRESENTS DR #ALSIFIES ESSENTIAL
INFORMATHIN REQUESTED BY THIS FOHEM MAY USON CONVICTION BE
FUBJECT TO FINE AND IAPRISDNRENT UNDER FEDERAL AND OR STATL Law

Cartilicabtans rfevarit 1o the Bill and Information Shawn on the Face
Hereob  Sgneiures on the face heso! incorpomate the lollowing
cartdicabons or vanhications whare parbnent 10 this Bill:

1. If trd party benelts are indicated as being assigned or n
parficipation stalus, on the face Mereol, apprognale assignments
by the insuredbanaficiary and signature of patient or parant or
legal guardian cosenng suthoneslion o release indormalion are on
file, Datermaatans as 1o the relegse of medical and tinanosl
miarmation should ba guidead by the particufar larms of the relaasa
forms thal wene execuled by the patienl or the patient's legal
rapresantative. The hospital agrees o sawe hasmiesa, indemmnity
and delend any nsurey who makes paymend in ralianca upon this
cerilication. frorm and against any clairm o the insurenae procecds
whan in tact no valid assignmend of benefs o the hospial was
oo

2 I paten: occupeed & peivale room of required privale nurseng lor
madical necassity, any requirsd cerifications are an file.

3. Physician's cerificelions and re-cedilications, @ required by
caontract or Fegaral regulations, are on fila,

4. For Christan Science Sanitodums, verifications and il necessang
re-wendicabons of the patent's need lor sanilonum serices ame on
lilis.

5. Sagnature of patent or his regresentative on  cerdificalions.
authonzation o release indormation, and paymeni request, as
required by Fedesal Bw and regulations (42 LISC 19388 42 CFR
424 36, 10 USC 1071 thru 1086, 32 CFR 198) and, any other
applicable contract regulations. is on fila

6. Thig claim, 1o the baest of my knowledge, = oorect and cormglats
and is in conformance with the Chll Rights Act of 1884 as
arrwended, Records  adequalely  disclosing  services  will ba
mamisgnad and necessary information will be lumished o such
govarnmanial agencies 55 required by applicable law.

7. For Medicare purposes:

il the patient has indicatad ihat ciher health insurance or & siale
madical assistance agency will pay par of his madical experses
and he wants mianrmation abouwt fus cairm réeleased 1o them wpan
tharir request, necessary authonzation s on file.  The patient's
signalure on e providers request 1o bl Medicare sdhonzes sy
hiplgar of madical and other inlormaten 10 release 10 Medicare
medical  and  rooemadical  indormatsn inciuding  ampéaymens
siatus. and whelher the person bhas employer groop heaslth
IMGLINGMCE, |m|lw. no-ltault, workers’ 'l'.‘l:II'I'IFIEI'IB-EtrEH"I. ar  olhar
insurEnce which & responsible fo pay for the services for which
thie Medicare claim & mada

8. For Medicaid purpnses:

This is to cenily thal the foregoing inforrmation i Irue, Bocurale,
and complete

| underaiand thal papment and salishschon ol this claim will be
from Fedaral and Steie funds, end thal eny false claens,
staternents, or dacumenis, or concealment o & matenal fact
may be proseculed undar H}FI"IZHI‘.'&IE Fedaral ar Btale Laws,

For CHAMPLS purposes:
This is 1o cartdy 1hal

(@} ihe miormation submetbed &5 & part of ths clam s frus,
socurale and complede, and, the sanices shown on this form
were medically indiated and necessary for the hoalth ol the

patient;

the patient has represenied thal by oo repored residential
address outside a malitgry ealtmen! cenler cilchrment anea ho
or shie does not live within the catlchment arga of a ULS. miary
ar LLE, Public Haalh Sarace medical laclity, or if the patiend
rasadas wilhin & catchment area ol such a laclity, & copy of &
HMom-Availabifty Statement (DO Form 1251) &5 on file, o the
phy=ician has certifisd 1o a medical emergancy in any instance
whara a copy of a Mon-Avallability Statersent iz nol on lile;

e} the patient o the patent's parent o0 guandian has responded
directy 10 the provider's regues] 1o identily all bealth nsurance
coweragas, and that all swuch coverages are wentdied on he
face of the claim excopt those that ame gm_’:{mhral‘y
supplemantal payrments 1o CHAMPLIS-determined benafils;

(e} the armcunt biled 0 CHAMPLIS has bean billed after &l such
coverages have bean billked and paid, excluding Medicaid, and
tha amount bfad o CHAMPUE is thal remaining cairmsed
agains] CHAMPLS banofits:

ie} the baneliclan’s cost share kas pol been wihved by consen o
failure o eearcise generally eccepted Dilling &nd collecton
elforts; mnd

14]

[l_l any hospital-Dasad physican undar comract, the cost ol whosa
services ane alocated in tha charges inclugad in this bill, is not
BN emplopes of member of the Unilormed Services, For
purpnsas of this carblicabon, an employes ol the Unilommed
Serices i an employes, appoméed in civil service (refer o 5
USC 2108), includng par-lene or inbermilbent bul excluding
condract surgesns o olher personne BTﬂDlD'!.'E"ﬂ EI!,I 1he
Undormed Semnvices  through  personal | serace  contracts
Similarly. member of the Undomed Services does nol apply 1o
meserve mambiors of the Liniformed Secvices e on active ity

1) based o the Consolidated Omsbus Budget Beconailintion A
of 1986, all providers paricpateng in Medicere musi stso
paricgate . CHAKMPLS  for mpatant hospidal  sanvicas
provided pursdant to admssions o hospitals socurring anoor
afier January 1, 1867

{hi If CHAMPLUS bensfiis anre 1o be paid in a participating stabes, |
agres o submit thes clasm fo the appropnate CHAMPUE daims
processor as @ paricipatng provider, | agres fo accept the
CHAEMPLE-gateminad reasonable charge as the tolsl charge
for tha madical senices or supplies listed on the claim fom. |
will aceapl he CHAMPUS-determaned reasorable cha.r;pa VRN
il it is less than the bled amouni, and also agres to acoep the
amount paid by CHAMPUS, combmad with the cost-share
amoun and deductible amaount, # any, paid by or on bahall af
tha patient as full payment for the listed medical serices or
supphes, | will maks no attempt 1o collect from the patiend (o
hes or her parent or guacdian] smounds over the CHAMPLIS-
datermined reascnable change CHAMPUS wal make any
benefits payable diractly o me, § | submit this claim as a
pamCipaling provider.

ESTRIATED CONTRACT BEMEFITS

s i
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Facsimile of Claim Form, UB-92 (front and back)

(See the preceding pages.)

Claim Attachment Control, Form 470-3969

If you want to submit electronically a claim that requires an attachment, you must
submit the attachment on paper using the following procedure:

¢ Staple the additional information to form 470-3969, Claim Attachment Control.
(See the page following the claim form for an example of thisform.)

¢+ Complete the “ attachment control number” with the same number submitted on
the electronic claim. ACS will accept up to 20 characters (letters or digits) in this
number. If you do not know the attachment control number for the claim, please
contact the person in your facility responsible for electronic claims billing.

¢ Do not attach a paper claim.
¢ Mail the Claim Attachment Control with attachments to:
ACS State Healthcare

P.O. Box 14422
DesMoines, |A 50306-3422

Once ACS receives the paper attachment, it will manually be matched up to the
electronic claim using the attachment control number and then processed.



Chapter F, Page 44
lowa Medicaid Program

Claim Attachment Control

Please use this form when submitting a claim electronically which requires an attachment. The attachment can be
submitted on paper along with this form. The “Attachment Control Number” submitted on this form must be the same
“attachment control number” submitted on the electronic claim. Otherwise the electronic claim and paper attachment
cannot be matched up.

Attachment Control Number

Provider Name

Pay-to-Provider Number

Recipient Name

Recipient State I D Number

Date of Service / /

Type of Document

RETURN THISDOCUMENT WITH ATTACHMENTSTO:
ACS State Healthcare
P.O. Box 14422
DesMoines, |A 50306-3422

470-3969 (7-03)
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1. REMITTANCE ADVICE AND EXPLANATION

A.

Remittance Advice Explanation

To simplify your accounts receivable reconciliation and posting functions, you will
receive a comprehensive Remittance Advice with each Medicaid payment. The
Remittance Advice is also available on magnetic computer tape for automated account
receivable posting.

The Remittance Advice is separated into categories indicating the status of those
clamslisted below. Categories of the Remittance Advice include paid, denied and
suspended claims. PAID indicates all processed claims, credits and adjustments for
which there isfull or partial reimbursement. DENIED represents all processed claims
for which no reimbursement is made. SUSPENDED reflects claims which are
currently in process pending resolution of one or more issues (recipient eligibility
determination, reduction of charges, third party benefit determination, etc.).

Suspended claims may or may not print depending on which option was specified on
the Medicaid Provider Application at the time of enrollment. Y ou chose one of the
following:

¢ Print suspended claims only once.
¢ Print all suspended claims until paid or denied.
¢ Do not print suspended claims.

Note that claim credits or recoupments (reversed) appear as regular claims with the
exception that the transaction control number containsa“1” in the twelfth position
and reimbursement appears as a negative amount. An adjustment to a previously paid
claim produces two transactions on the Remittance Advice. Thefirst appearsasa
credit to negate the claim; the second is the replacement or adjusted claim, containing
a“2” in the twelfth position of the transaction control number.
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If the total of the credit amounts exceeds that of reimbursement made, the resulting

difference (amount of credit — the amount of reimbursement) is carried forward and
no check isissued. Subsequent reimbursement will be applied to the credit balance,
aswell, until the credit balance is exhausted.

An example of the Remittance Advice and a detailed field-by-field description of each
informational linefollows. It isimportant to study these examples to gain athorough
understanding of each element as each Remittance Advice contains important
information about claims and expected reimbursement.

Regardless of one’' s understanding of the Remittance Advice, it is sometimes
necessary to contact the fiscal agent with questions. When doing so, keep the
Remittance Advice handy and refer to the transaction control number of the particular
clam. Thiswill result in timely, accurate information about the claim in question.

Facsimile of Remittance Advice

(Seethe following page.)
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C. Inpatient Remittance Advice Field Descriptions

1. Billing provider’ s name as specified on the Medicaid Provider Enrollment
Application.

2. Remittance Advice number.

3. Dateclam paid.

4. Billing provider's Medicaid (Title X1X) number.
5. Remittance Advice page number.

6. Typeof claim used to bill Medicaid.

7.  Status of following claims:

¢ Paid — claimsfor which reimbursement is being made.

¢ Denied — claims for which no reimbursement is being made.

¢ Suspended —claimsin process. These claims have not yet been paid or
denied.

8. Recipient’slast and first name.
9. Recipient’'sMedicaid (Title X1X) number.

10. Transaction control number assigned to each claim by the fiscal agent. Please
use this number when making claim inquiries.

11. Coverage dates as they appear on the claim.
12. DRG code.

13. Total number of covered days.

14. Total charges submitted by provider.

15. Total amount applied to this claim from other resources, i.e., other insurance or
spenddown.
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16. Total amount of Medicaid reimbursement as allowed for this claim.

17. Total noncovered charges as they appear on claim.

18. Explanation of benefits (EOB) code as it appliesto entire claim. Thiscodeis
for informational purposes or to explain why aclaim denied. Refer to the end of
the Remittance Advice for EOB code explanations.

19. Medical record number as assigned by provider; 10 characters are printable.

20. Difference between submitted charge and reimbursement amount.

21. Adjusted claims and reason codes. Codes are explained at the end of the
Remittance Advice.

22. Difference in submitted charge and reimbursement amount resulting in a credit
to Medicaid.

23. Remittancetotals (found at the end of the Remittance Advice):
¢ Number of paid original claims, the amount billed by the provider, and the

amount allowed and reimbursed by Medicaid.
¢ Number of paid adjusted claims, amount billed by provider, and amount
allowed and reimbursed by Medicaid.
¢ Number of denied origina claims and amount billed by provider.
¢ Number of denied adjusted claims and amount billed by provider.
¢ Number of pended claims (in process) and amount billed by provider.
¢ Amount of check.
24. Description of individual adjustment reason codes.
25. Description of individual explanation of benefits codes. The EOB code |eads,

followed by important information and advice.
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PROBLEMSWITH SUBMITTED CLAIMS

To inquire as to why a claim was denied or why a claim payment was not what you
expected, please complete form 470-3744, Provider Inquiry. Attach copies of the claim,
the Remittance Advice, and any supporting documentation you want to have considered,
such as additional medical records. Send theseto:

ACS, Attn: Provider Inquiry
PO Box 14422
Des Moines, lowa 50306-3422

To make an adjustment to a claim following receipt of the Remittance Advice, use form
470-0040, Credit/Adjustment Request. Use the Credit/Adjustment Request to notify the
fiscal agent to take an action against a paid claim, such as when:

¢ A paid claim amount needs to be changed, or
¢ Money needs to be credited back, or
¢ An entire Remittance Advice should be canceled.

Send this form to:

ACS, Attn: Credits and Adjustments
PO Box 14422
Des Moines, lowa 50306-3422

Do not use this form when a claim has been denied. Denied claims must be resubmitted.
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Facsimile of Provider Inquiry, 470-3744

Y ou can obtain this form by printing or copying the sample in the manual or
contacting the fiscal agent. A facsimile of the form follows.

Facsimile of Credit/Adjustment Request, 470-0040

Y ou can obtain this form by printing or copying the sample in the manual or
contacting the fiscal agent. A facsimile of the form follows.
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lowa Medicaid Program
PROVIDER INQUIRY

Attach supporting documentation. Check applicable boxes: (3 Claim copy 0 Remittance copy
(1 Other pertinent information for possible claim reprocessing.

1. 17-DIGIT TCN

2. NATURE OF INQUIRY

(Please do not write below this line)
FISCAL AGENT RESPONSE

> <O —CO0Z-—

1. 17-DIGIT TCN

2. NATURE OF INQUIRY

(Please do not write below this line)
FISCAL AGENT RESPONSE

W <OT-—-—COZ-—

Provider Signature/Date: MAIL TO: ACS ACS Signature/Date:
P. 0. BOX 14422

DES MOINES IA 50306-3422

(FOR ACS USE ONLY)

Provider 7-digit Medicaid Provider
Please ID# PR Inquiry Log #
Complete:

Telephone Received Date Stamp:

Name
Street
City, St
Zip

470-3744 (Rev. 10/02)
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CREDIT/ADJUSTMENT REQUEST

Do not use this form if your claim was denied. Resubmit denied claims.

SECTION A: Check the most appropriate action and complete steps for that request.

[ CLAIM ADJUSTMENT [ cLAIM CREDIT [ CANCELLATION OF ENTIRE
. REMITTANCE ADVICE
¢ Attach a complete copy of claim. ¢ Attach a copy of
(If electronic, use next step.) the Remittance ¢ Use only if all claims on Remittance Advice
+ Attach a copy of the Remittance Advice. are incorrect. This option is rarely used.
Advice with corrections in red ink. ¢ Complete Sections + Attach the check and Remittance Advice.
¢+ Complete Sections B and C. BandC. + Skip Section B. Complete Section C.
SECTION B:
1. 17-digit
TCN
2. Pay-to Provider #: 4. 8-character lowa Medicaid Recipient ID:
(e.g., 1234567A)

3. Provider Name and Address:

5. Reason for Adjustment or Credit Request:

Provider/Representative Signature:

SECTION C:
Date:

FISCAL AGENT USE ONLY:

REMARKS/STATUS

Return All Requests To: ACS
PO Box 14422

Des Moines, IA 50306-3422

470-0040 (Rev. 10/02)



March 7, 1996

For Human Services Use Only

General Letter No. 8-A-AP(l1)-583

Subject: Employees’ Manual, Title VIII, Chapter A, Appendix, Part Two

HOME HEALTH SERVICES MANUAL TRANSMITTAL NO. 96-1

Subject: Home Health Services Manuallable of Contents, page 5, revised; and Chapter E,
Coverage and Limitationpage 42, revised.

This release adds the new CPT codes for Hepatitis B vaccine effective January 1, 1996. The

current CPT code of 90731 will be phased out March 31, 1996.

Date Effective

March 1, 1996

Material Superseded

Remove from thélome Health Services Manualable of Contents, page 5, dated August 1,
1995, and Chapter E, page 42, dated August 2, 1995 and destroy them.

Additional Information

If any portion of this manual is not clear, please direct your inquiries to Unisys Corporation,
fiscal agent for the lowa Department of Human Services.

IOWA DEPARTMENT OF HUMAN SERVICES
Charles M. Palmer, Director

Donald W. Herman, Administrator
DIVISION OF MEDICAL SERVICES



June 6, 1997

For Human Services Use Only

General Letter No. 8-AP-28

Subject: Employees’ Manual, Title 8, Medicaid, Appendix

HOME HEALTH SERVICES MANUAL TRANSMITTAL NO. 97-1

Subject: Home Health Service$Manual, Chapter EZoverage and Limitationpage 42,
revised.

This release adds varicella to list of VFC vaccines.
Date Effective

May 1, 1997

Material Superseded

Remove from the Home Health Services Manual Chapter E, and destroy page 42, dated March 1,
1996.

Additional Information

If any portion of this manual is not clear, please direct your inquiries to Unisys Corporation,
fiscal agent for the lowa Department of Human Services.

IOWA DEPARTMENT OF HUMAN SERVICES
Charles M. Palmer, Director

Donald W. Herman, Administrator
DIVISION OF MEDICAL SERVICES



A For Human Services use only:
Y XXX General Letter No. 8-AP-38

Employees’ Manual, Title 8
I"" Medicaid Appendix

lowa Department of Human Services January 5, 1998

HOME HEALTH SERVICES MANUAL TRANSMITTAL NO. 98-1
ISSUED BY: Division of Medical Services, lowa Department of Human Services

SUBJECT: Home Health ServiceManual, Chapter ECoverage and Limitationpages
36, 38, 41, and 42, revised.

This release changes information related to the fiscal agent, clarifies current policy that medical
transportation is not a home health benefit, and adds a second code for polio.

Date Effective
Upon receipt.
Material Superseded

Remove the following pages frofome Health Services Manuand destroy them:

Page Date

Chapter E
36, 38 April 1, 1994
41 August 1, 1995
42 May 1, 1997

Additional Information

If any portion of this manual is not clear, please direct your inquiries to Consultec, fiscal agent
for the Department of Human Services.
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Employees’ Manual, Title 8
""' Medicaid Appendix

lowa Department of Human Services June 8, 1998

HOME HEALTH SERVICES MANUAL TRANSMITTAL NO. 98-2
ISSUED BY: Division of Medical Services, lowa Department of Human Services

SUBJECT: Home Health ServiceManual, Table of Contents (page 5), revised; Chapter E,
Coverage and Limitationpages 1, 3, 42, and 43, revised; page 44, new;
Chapter FBilling and Paymentpages 1 through 26, revised; and pages 27
through 48, new.

Chapter E is revised to clarify current policy that homework assistance is not a home health
benefit and that the treatment plan timeframe is 62 days and to add a definition for technology
dependent children.

Chapter F is revised to update billing and payment instructions.
Date Effective

Chapter E revisions are effective July 1, 1998.
Chapter F revisions are effective upon receipt.

Material Superseded

Remove the following pages frofome Health Services Manuand destroy them:

Page Date
Contents (page 5) March 1, 1996
Chapter E
1,3 April 1, 1994
42 January 1, 1998
43 August 1, 1995
Chapter F
1 April 1, 1994
2 7/86
3-6 April 1, 1994
7,8 Undated
9-21 April 1, 1994
22 Undated
23-25 01/22/94

26 April 1, 1994



Additional Information

If any portion of this manual is not clear, please direct your inquiries to Consultec, fiscal agent
for the Department of Human Services.
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Y XXX General Letter No. 8-AP-77

Employees’ Manual, Title 8
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HOME HEALTH SERVICES MANUAL TRANSMITTAL NO. 98-3
ISSUED BY: Division of Medical Services, lowa Department of Human Services

SUBJECT: Home Health ServiceManual, Chapter FBilling and Paymentpages 11, 15,
16, 24, and 25, revised, and page 16a, new.

This letter transmits corrections to the billing and payment instructions as follows:

¢ Typographical errors are corrected on pages 11 and 24.
¢ Insurance-Related codes on page 15 are corrected.
¢ Subcategory codes which were inadvertently deleted are replaced on pages 16, 16a, and 25.

Date Effective
Upon receipt.

Material Superseded

Remove pages 11, 15, 16, 24, and 25, all dated July 1, 1998, frétartteeHealth Services
Manual and destroy them.

Additional Information

If any portion of this manual is not clear, please direct your inquiries to Consultec, fiscal agent
for the Department of Human Services.
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Y XXX General Letter No. 8-AP-107

Employees’ Manual, Title 8
I"" Medicaid Appendix

lowa Department of Human Services April 9, 1999

HOME HEALTH SERVICES MANUAL TRANSMITTAL NO. 99-1
ISSUED BY: Division of Medical Services, lowa Department of Human Services

SUBJECT: Home Health Services ManualChapter ECoverage and Limitationpage 42,
revised.

This revision adds the codes for rotavirus vaccine.

Date Effective

Upon receipt.

Material Superseded

Remove fromHome Health Services Manuapage 42, dated July 1, 1998, and destroy it.
Additional Information

If any portion of this manual is not clear, please direct your inquiries to Consultec, fiscal agent
for the Department of Human Services.



For Human Services Use Only:
A General Letter No. 8-AP-149
Employees’ Manual, Title 8

(XX XX Pioy

lowa Department of Human Services August 7, 2000

HOME HEALTH SERVICES MANUAL TRANSMITTAL NO. 00-1
ISSUED BY: Division of Medical Services, lowa Department of Human Services

SUBJECT: Home Health Services Manual, Table of Contents, pages 4 and 5, revised;
Table of Contents, page 6, new; Chapter E, Coverage and Limitations, pages 1
through 44, revised; and pages 45 through 48, new; and Chapter F, Billing and
Payment, pages 49 through 53, new.

Changes in home health services, implemented July 1, 2000, were made possible due to
emergency rule making authority and appropriations by the Legislature. The Human Services
Council Administrative adopted rules regarding these changes June 8, 2000, for implementation
July 1, 2000. The changes are summarized as follows.

| nter mittent Guidelines

The definitions of “skilled nursing” and “home health aide services’ that meet the intermittent
guidelines for payment under Medicaid are being expanded. When ordered by a physician and
included in the plan of care, the following services will be considered to meet the intermittent
guidelines:

¢ Skilled nursing visits provided five days per week.
¢ Daily skilled nursing visits or multiple daily visits for wound care or insulin injections.

¢ Home health aide services provided for four to seven days per week which do not exceed 28
hours of home health aide services per week.

ServicesUnder the EPSDT Authority

Private duty nursing is being expanded to cover medical assessment and medical monitoring
which requires the use of nursing skills. All timeis covered if thereis at least one nursing
intervention per day.

If there is not nursing intervention at least one time per day and the physician has ordered
assessment and monitoring for specific health issues for the balance of the day, the recipient’s
physician will be requested to provide an explanation of the ongoing need for nursing services.

Personal care services are being expanded to include cueing when related to personal care
services such as bathing and eating. Cueing related to behavior management services will not be
covered.



Billing Forms

Forms 470-3744, Provider Inquiry, and 470-0040, Credit/Adjustment Request, are added to
Chapter F for provider convenience.

Date Effective
July 1, 2000
Material Superseded

Remove the following pages from the Home Health Services Manual and destroy them:

Page Date

Table of Contents (page 4) April 1, 1994

Table of Contents (page 5) July 1, 1998

Chapter E (all)
1 July 1, 1998
2 April 1, 1994
3 July 1, 1998
4-35 April 1, 1994
36 July 1, 1997
37 April 1, 1994
38 July 1, 1997
39, 40 April 1, 1994
41 January 1, 1998
42 March 1, 1999
43, 44 July 1, 1998

Additional Information

If any portion of this manual is not clear, please direct your inquiries to Consultec, fiscal agent
for the Department of Human Services.
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lowa Department of Human Services February 28, 2003

HOME HEALTH SERVICESMANUAL TRANSMITTAL NO. 03-1
ISSUED BY: Bureau of Long-Term Care

SUBJECT: HOME HEALTH SERVICES MANUAL, Chapter E, Coverage and
Limitations, pages 35 through 40, 43, 45, and 48, revised; Chapter F, Billing and
Payment, pages 49, 51, and 53, revised.

Summary

Chapter E is updated to include a section addressing administrative simplification, as required by
the Health Insurance Portability and Accountability Act of 1996 (HIPAA). Administrative
simplification includes use of standard code sets, such as HCPCS codes, and elimination of local
codes for Medicaid services.

This release eliminates the local codes for private duty nursing and personal care. Bill using the
procedure code approved on the prior authorization.

Crosswak Between Loca Codes and New Codes

Local Code New Code
W0520 $S9123
w0521 $9123
W0522 S9124
W0523 S9124
W0524 S9122

Note: Continue to use the local “W” codes for prior authorizations that have aready been
approved.

Both chapters are updated to change the name of the fiscal agent from * Consultec” to “ACS’ and
the name “Merit Behavioral Care’ to “lowa Plan contractor.”

Date Effective
April 1, 2003

Note: Effective for prior authorization requests for dates of service on or after April 1, 2003,
you must use the new codes on requests and subsequent claims.



Material Superseded

Remove the following pages from the HOME HEALTH SERVICES MANUAL and destroy
them:

Page Date
Chapter E

35-40, 43, 45, 48 July 1, 2000
Chapter F

49 July 1, 2000

51,53 4/00

Additional Information

The updated provider manual containing the revised pages can be found at:

Wwww.dhs.state.ia.us/policyanalysis|

If you do not have Internet access, you may request a paper copy of this manual transmittal by
sending a written request to:

ACS

Manual Transmittal Requests
PO Box 14422

Des Moines, |IA 50306-3422

Include your Medicaid provider number, name, address, provider type, and the transmittal
number that you are requesting.

If any portion of this manual is not clear, please direct your inquiriesto ACS, fiscal agent for the
Department of Human Services.
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Employees Manual, Title 8
""' Medicaid Appendix

lowa Department of Human Services August 12, 2003

HOME HEALTH SERVICESMANUAL TRANSMITTAL NO. 03-2
ISSUED BY: Bureau of Long-Term Care

SUBJECT: HOME HEALTH SERVICES MANUAL, Table of Contents, page 5, revised;
Chapter E, Coverage and Limitations, pages 12, and 13, revised; Chapter F,
Billing and Payment, pages 43, and 44, revised; and pages 6a, 6b, 44a, 44b, 51,
52, and 53, new.

Summary
Chapter E is updated to reflect changes in the Vaccines for Children (VFC) program.

Chapter Fisrevised to:

¢ Addinstructions for forms 470-3969, Claim Attachment Control, and 470-3970, Prior
Authorization Attachment Control, used to submit paper attachments for an electronic claim
or prior authorization request.

¢ Addform 470-3744, Provider Inquiry. Complete thisform if you wish to inquire about a
denied claim or if claim payment was not as expected.

¢ Add form 470-0040, Credit/Adjustment Request. Complete thisform to notify ACS that.
* A paid claim amount needs to be changed; or
* Funds need to be credited back; or
* An entire Remittance Advice should be canceled.

Both chapters have been revised to replace references to “ Consultec” with “ACS.”
Date Effective

July 1, 2003



Material Superseded

Remove the following pages from the HOME HEALTH SERVICES MANUAL and destroy
them:

Page Date
Table of Contents (page 5) July 1, 2000
Chapter E

12,13 July 1, 2000
Chapter F

43,44 July 1, 1998

Additional Information

The updated provider manual containing the revised pages can be found at:

Wwww.dhs.state.ia.us/policyanalysis|

If you do not have Internet access, you may request a paper copy of this manual transmittal by
sending awritten request to:

ACS

Manual Transmittal Requests
PO Box 14422

DesMoines, |IA 50306-3422

Include your Medicaid provider number, name, address, provider type, and the transmittal
number that you are requesting.

If any portion of this manual is not clear, please direct your inquiriesto ACS, fiscal agent for the
Department of Human Services.
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A For Human Services use only:
General Letter No. 8-AP-234
(X X X X

Employees Manual, Title 8
'I"' Medicaid Appendix

lowa Department of Human Services September 30, 2003

HOME HEALTH SERVICESMANUAL TRANSMITTAL NO. 03-3
ISSUED BY: Bureau of Long-Term Care

SUBJECT: HOME HEALTH SERVICES MANUAL, Table of Contents, page 5, revised;
Chapter E, Coverage and Limitations, page 13, revised; and Chapter F, Billing
and Payment, page 44b, revised.

Summary

Chapters E and F are updated to correct administration codes and headings.
Date Effective

July 1, 2003

Material Superseded

Remove the following page from the HOME HEALTH SERVICES MANUAL and destroy it:

Page Date
Table of Contents (page 5) July 1, 2003
Chapter E

13 July 1, 2003
Chapter F

44b July 1, 2003

Additional Information

The updated provider manual containing the revised pages can be found at:

Wwww.dhs.state.ia.us/policyanalysis|

If you do not have Internet access, you may request a paper copy of this manual transmittal by
sending awritten request to:

ACS

Manua Transmittal Requests
PO Box 14422

Des Moines, IA 50306-3422

Include your Medicaid provider number, name, address, provider type, and the transmittal
number that you are requesting.


http://www.dhs.state.ia.us/policyanalysis
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If any portion of this manual is not clear, please direct your inquiriesto ACS, fiscal agent for the
Department of Human Services.
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